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George  Washington  University;  G}Tiecologist  to  Columbia 
and  George  Washington  University  Hospitals,  and  St.  Eliza- 
beth Hospital  for  the  Insane;  Consulting  Physician  to  St. 
Ann's  Infant  Asylum.  Treasurer.  The  Rochambeau,  815 
Connecticut  Avenue,  Washington,  D.  C. 

1909. — Brettauer,  Joseph,  M.D.  Attending  Gynecolo- 
gist to  Mt.  Sinai  Hospital,  New  York.  1063  Madison  Ave- 
nue, New  York. 

1905. — Broun,  Le  Roy,  B.S.,  M.D.  Surgeon  to  Woman's 
Hospital  in  the  State  of  New  York;  Surgeon  to  Manhattan 
State  Hospital  (Insane  Asylum).  Secretary.  148  West 
Seventy-seventh  Street,  New  York. 

1881. — Browne,  B.  Bernard,  M.D.  Formerly  Professor 
of  Diseases  of  Women,  Woman's  Medical  College  of  Balti- 
more; Gynecologist  to  the  Good  Samaritan  Hospital;  Con- 
sulting Gynecologist  to  the  Hospital  for  Consumptives. 
Council,  1886,  1893.     510  Park  Avenue,  Baltimore,  Md. 

1898. — BuRRAGE,  Walter  L.,  A.M.,  M.D.  Consulting 
Gynecologist  to  St.  Elizabeth's  Hospital;  formerly  Gynecolo- 
gist to  St.  Elizabeth's  and  the  Carney  Hospitals.  282  New- 
bury Street,  Boston,  Massachusetts. 

1889.— Byford,  Henry  T.,  M.D.  Professor  of  Gyne- 
cology and  Clinical  G}Tiecology,  College  of  Physicians  and 
Surgeons  (University  of  Illinois)  of  Chicago;  Professor  of 
Gynecology,  Chicago  Post-Graduate  Medical  School;  Gyne- 
cologist to  St.  Luke's  Hospital,  Chicago;  Consulting  G}Tie- 
cologist  to  Mary  Thomson  Hospital  for  Women  and  Children, 
and  to  Chicago  Lying-in  Hospital.  Reliance  Building,  100 
State  Street,  Chicago. 
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1903. — Chipman,  Walter  William,  M.D.  Lecturer  in 
Gynecology,  McGill  University;  Assistant  Gynecologist  to 
Royal  Victoria  Hospital.  285  Mountain  Street,  Montreal, 
Canada. 

1903. — Clark,  John  G.,  M.D.  Professor  of  Gynecology, 
University  of  Pennsylvania;  Gynecologist-in-Chief,  Univer- 
sity Hospital;  Consulting  Gynecologist  to  Woman's  and 
Bryn  Mawr,  Germantown,  Chestnut  Hill,  and  other  hos- 
pitals; President  Section  Diseases  of  Women  and  Obstetrics, 
American  Medical  Association.  2017  Walnut  Street,  Phila- 
delphia. 

1889. — Cleveland,  Clement,  A.M.,  M.D.  Surgeon  to 
the  Woman's  Hospital  in  the  State  of  New  York;  Consulting 
G}Tiecologist  to  General  Memorial  Hospital.  Council,  1894, 
Vice-President,  1895.  President,  1907.  Council.  Office:  40 
East  Forty-first  Street.    Residence :  925  Park  Ave.,  New  York. 

1888.— Coe,  Henry  C,  A.M.,  M.D.,  M.R.C.S.  Gynecolo- 
gist to  Bellevue  and  General  Memorial  Hospitals;  Consulting 
Gynecologist  to  the  Woman's  and  New  York  Foundling 
Hospitals;  Professor  of  Gynecology  in  the  University  and 
Bellevue  Hospital  Medical  College;  Honorary  Fellow  Edin- 
burgh Obstetrical  Society.  Secretary,  1891-96.  Vice-Presi- 
dent, 1905.     8  West  Seventy-sixth  Street,  New  York. 

1896.— Cragin,  Edwin  B.,  A.B.,  A.M.  (Hon.),  M.D.  Pro- 
fessor of  Obstetrics  and  of  Gynecology,  College  of  Physicians 
and  Surgeons,  N.  Y.;  Attending  Physician  to  the  Sloane 
Maternity  Hospital;  Consulting  Gynecologist  to  the  Presby- 
terian and  Lincoln  Hospitals,  to  the  New  York  Infirmary  for 
Women  and  Children,  and  to  St.  Luke's  Hospital,  Newburg, 
N.  Y.;  Consulting  Obstetrician  to  the  City  Maternity,  Syden- 
ham, Italian,  New  York  Nursery,  and  Child's  Hospitals. 
10  West  Fiftieth  Street,  New  York. 

1909. — Crossen,  Harry  Sturgeon,  M.D.  Professor  of 
Clinical  Gynecology  in  the  Medical  Department  of  Washing- 
ton University,  St.  Louis;  Gynecologist  to  the  Washington 
University  Hospital;  Gynecologist  to  the  MuUanphy  Hospi- 
tal; Gynecologist  to  the  Bethesda  Hospital.  310  Metropoli- 
tan Building,  St.  Louis,  Missouri. 

1904. — CuLLEN,  Thomas  S.,  M.D.  Associate  Professor  of 
Gynecology,  Johns  Hopkins  University;  Associate  Gynecolo- 
gist,  Johns    Hopkins    Hospital;    Consulting   Gynecologist, 
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Church  Home  and  Infirmary.     3  West  Preston  Street,  Balti- 
more, Maryland. 

1889. — Currier,  Andrew  F.,  A.B.,  M.D.  Consulting 
Gynecologist  to  McDonough  Memorial  Hospital,  New  York, 
and  Ossining  Hospital,  Sing  Sing,  N.  Y.,  and  Mt.  Vernon 
Hospital,  Mt.  Vernon,  N.  Y.;  formerly  Gynecologist  to 
Skin  and  Cancer  Hospital,  New  York  City;  Associate  Sur- 
geon Woman's  Hospital,  New  York  City.  173  East  Lincoln 
Avenue,  Mount  Vernon,  New  York. 

1893.— Gushing,  Ernest  W.,  A.B.,  LL.D.,  M.D.  Pro- 
fessor Abdominal  Surgery  and  Gynecology,  Tufts  College 
Medical  School;  Surgeon  to  Woman's  Charity  Club  Hos- 
pital.    168  Newbury  Street,  Boston,  Massachusetts. 

1889.— Davenport,  Francis  H.,  A.B.,  M.D.  Consult- 
ing Surgeon  to  the  Free  Hospital  for  Women.  Council,  1891. 
419  Bovlston  Street,  Boston,  Massachusetts. 

1891.— Davis,  Edward  P.,  A.M.,  M.D.  Professor  of 
Obstetrics,  Jefferson  Medical  College;  Obstetrician  to  the 
Jefferson  Hospital;  Obstetrician  and  Gynecologist  to  Phila- 
delphia Hospital;  Consultant  to  the  Preston  Retreat;  Mem- 
ber (Founder)  International  Congress  of  Obstetrics  and 
Gynecology;  Honorary  Member  of  Chicago  Gynecological 
Society;  Acadamy  of  Surgery,  Bucharest;  Medical  Society 
of  Virginia;  Member  College  of  Physicians  of  Philadelphia; 
Philadelphia  Obstetrical  Society.  Council,  1896-1899. 
Vice-President,  1904.  President,  1910.  250  South  Twenty- 
first  Street,  Philadelphia, 

1892. — Dickinson,  Robert  L.,  M.D.  Gynecologist  to 
Brookl;yTi  Hospital;  Obstetrician-in-Chief,  Methodist  Epis- 
copal Hospital;  Consulting  Gjnecologist,  St.  Mary's  Hospital, 
Jamaica,  L.  I.     168  Clinton  Street,  Brooklyn,  New  York. 

1886. — Dudley,  Emilius  Clark,  A.B.,  M.D.  Professor  of 
G}Tiecology,  Northwestern  University  Medical  School ;  Fellow 
of  the  Royal  Society  of  Medicine.  Council,  1891,  1893, 
1906-1909.  Vice-President,  1898.  President,  1905.  1545 
Astor  Street,  Chicago. 

1879.— DuER,  Edward  L.,  A.M.,  M.D.  GjTiecologist  to 
the  Presbyterian  Hospital;  Visiting  Obstetrician  to  Preston 
Retreat;  Consulting  Obstetrician  to  Philadelphia  Maternity; 
Obstetrician-in-Chief,  Presbyterian  Hospital  Maternity. 
Vice-President,  1890.     1606  Locust  Street,  Philadelphia. 
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1893.— Edgar,  James  Clifton,  Ph.B.,  A.M.,  M.D.  Pro- 
fessor of  Obstetrics  and  Clinical  Midwifery,  Cornell  Uni- 
versity Medical  College  of  New  York;  Attending  Surgeon  to 
the  Manhattan  Maternity  Hospital;  Attending  Obstetrician 
to  Bellevue  Hospital.  Vice-President,  1907.  28  West  Fifty- 
sixth  Street,  New  York. 

1907. — Ehrenfest,  Hugo,  M.D.  Associate  Professor  of 
Obstetrics  and  Gynecology,  St.  Louis  University;  Physician- 
in-Chief,  St.  Louis  Obstetric  Dispensary;  Obstetrician,  Jewish 
Hospital;  Visiting  Gynecologist,  St.  Louis  City  Hospital. 
4619  McPherson  Avenue,  St.  Louis,  Missouri. 

1887.— Emmet,  Bache  McE.,  M.D.  Professor  Emeritus 
of  Gynecology,  New  York  Post-Graduate  Medical  School 
and  Hospital;  Surgeon  to  the  Woman's  Hospital  in  the  State 
of  New  York.  Vice-President,  1894.  18  East  Thirtieth 
Street,  New  York. 

1904.— Findley,  Palmer,  B.S.,  M.D.  Professor  of 
Gynecology,  College  of  Medicine,  University  of  Nebraska. 
3602  Lincoln  Boulevard,  Omaha,  Nebraska. 

1889.— Ford,  Willis  E.,  A.M.,  M.D.  Medical  Director, 
St.  Luke's  Hospital;  Lecturer  on  Electro-Therapeutics,  New 
York  University  and  Bellevue  Medical  School.  Council,  1893. 
Vice-President,  1907.    266  Genesee  Street,  Utica,  New  York. 

1902.— Frederick,  Carltox  C,  B.S.,  M.D.  Professor  of 
Clinical  Gynecology,  University  of  Buffalo;  Surgeon-in-Chief, 
Buffalo  Woman's  Hospital.  64  Richmond  Avenue,  Buffalo, 
New  York. 

1890.— Fry,  Henry  D.,  M.D.  Professor  of  Obstetrics, 
Medical  Department  of  Georgetown  University;  Obstetrician- 
in-Chief,  Columbia  Lying-in  Hospital,  and  Georgetown  Uni- 
versity Hospital;  Gynecologist,  Garfield  Memorial  Hospital. 
Vice-President,  1905.  Corner  Connecticut  Avenue  and  Q 
Street,  N.  W.,  Washington,  D.  C. 

1909. — Garceau,  Edgar,  M.D.  Visiting  Gynecologist  to 
St.  Elizabeth's  Hospital,  Boston;  Consulting  Gynecologist 
to  the  Quincy  Hospital,  Quincy,  Mass.;  Gynecologist  to  the 
Boston  Dispensary.  397  Marlboro  Street,  Boston,  Massa- 
chusetts. 

1888. — Gehrung,  Eugene  C,  M.D.  Ex-President  and 
Chief  of  the  Gynecological  Department  of  the  South  Side 
Dispensary;  Consulting  Gynecologist  of  the  INIissouri  Baptist 
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Sanitarium  and  the  St.  Louis  Female  Hospital;  Corre- 
sponding Member  of  Society  Obst^tricale  et  Gyn^cologique 
de  Paris;  Membre  Titulaire  de  la  Soci^t^  Frangaise  d'Elec- 
trothdrapie;  Ex-President  (two  terms)  St.  Louis  Obstetrical 
and  Gynecological  Society.     "The  Beers,"  St.  Louis,  Mo. 

1904. — Gellhorn,  George,  M.D.  Lecturer  on  Gyne- 
cology, Washington  University;  Gynecologist  to  St.  Luke's 
Hospital  and  St.  Louis  Skin  and  Cancer  Hospital;  Fellow  of 
Deutsche  Gesellschaft  fiir  Gynakologie,  also  of  Gynecological 
Society  of  Berlin,  Germany.  715  Metropolitan  Building, 
St.  Louis,  Missouri. 

1891.— GoFFE,  J.  RroDLE,  Ph.M.,  M.D.  Professor  of 
Gynecology,  New  York  Polyclinic  Medical  School  and  Hos- 
pital, and  Dartmouth  IMedical  College;  Attending  Surgeon 
to  the  ^Yoman's  Hospital  in  the  State  of  New  York;  Con- 
sulting Gynecologist  to  New  York  City  Hospital,  to  St. 
Joseph's  Hospital,  Yonkers,  N.  Y.,  to  Mt.  Vernon  Hospital, 
Mt.  Vernon,  N.  Y.,  and  to  the  Lawrence  Hospital,  Bronx- 
ville.  Council,  1896.  Secretary,  1897-1908.  President,  1909. 
Council.    616  Madison  Avenue,  New  York. 

1888.— Gordon,  Seth  Chase,  M.D.,  LL.D.  Former 
Lecturer  to  the  Portland  School  for  Medical  Instruction; 
Ex-Surgeon  to  the  Maine  General  Hospital;  Consulting  Sur- 
geon to  the  Maine  Eye  and  Ear  Infirmary  and  to  the  Maine 
General  Hospital;  Ex-President  of  the  Maine  Medical  Asso- 
ciation; Ex-President,  Section  of  Obstetrics  and  Gynecology, 
American  Medical  Association;  Fellow  of  the  Royal  Society 
of  Medicine;  Fellow  of  the  Boston  Gynecological  Society 
and  of  the  Detroit  Academy  of  Medicine.  Council,  1892, 
1903-1907,  and  1910.     President,  l^{)2.    Pordand,  Maine. 

1890.— Grandin,  Egbert  H.,  M.D.,  Consuldng  Gyne- 
cologist to  the  French  Hospital;  Attending  Gynecologist  to 
Columbus  Hospital.  116  West  Seventy-sixth  Street,  New 
York. 

1886.— Green,  Charles  M.,  A.B.,  M.D.  Professor  of 
Obstetrics,  Harvard  University;  Senior  Visiting  Surgeon  for 
Diseases  of  Women,  Boston  City  Hospital;  Visiting  Physi- 
cian to  the  Boston  Lying-in  Hospital;  Consulting  Physician 
to  the  Adams  Nervine  Asylum,  and  to  the  State  Hospital  at 
Tewksbury.  Council,  1895,  1899.  78  Marlborough  Street, 
Boston,  Massachusetts. 
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1895. — Harris,  Philander  A.,  M.D,  Gynecologist  to 
the  Paterson  General  Hospital  and  to  Passaic  General  Hos- 
pital; Corresponding  Member  of  the  Obstetrical  and  Gyne- 
cological Society  of  Paris,  France  (1895).  26  Church  Street, 
Paterson,  New  Jersey. 

1894. — Harrison,  George  Tucker,  M.A.,  M.D.  Con- 
sulting Surgeon  to  Woman's  Hospital;  Consulting  Ob- 
stetrician to  Nursery  and  Child's  Hospital;  Consulting 
Gynecologist  to  the  Misericordia  Hospital;  Surgeon  to  St. 
Elizabeth's  Hospital;  Honorary  Fellow,  Medical  Society  of 
Virginia.     Council.     132  West  Seventieth  Street,  New  York. 

1891. — Hirst,  Barton  Cooke,  M.D.  Professor  of  Obstet- 
rics, University  of  Pennsylvania;  Gynecologist  to  the  Howard 
and  Orthopedic  Hospitals;  Consulting  Obstetrician  to  the 
Lving-in  Charity.     1821  Spruce  Street,  Philadelphia. 

^1891.— Ingalls,  Phineas  H.,  A.M.,  M.D.  Gynecologist 
to  the  Hartford  Hospital.  49  Pearl  Street,  Room  52,  Hart- 
ford, Connecticut. 

1886. — ^Janvrin,  Joseph  E.,  M.D.  President  of  the  New 
York  Obstetrical  Society  (1889-1891);  Associate  Surgeon  to 
the  Woman's  Hospital  in  the  State  of  New  York;  Gynecolo- 
gist to  the  New  York  Skin  and  Cancer  Hospital,  1883-1906; 
President  New  York  County  Medical  Association,  1896-97; 
Consulting  Surgeon  to  St.  Elizabeth's  Hospital.  Council, 
1889,  1892.     President,  1903.      191  Madison  Avenue,  N  .Y. 

1895.— Jarman,  George  W.,  A.M.,  M.D.  Gynecologist 
to  the  General  Memorial  Hospital.  54  West  Seventy-sixth 
Street,  New  York. 

1885. — Jewett,  Charles,  A.M.,  M.D.,  Sc.D.  Professor 
of  Gynecology  and  Obstetrics,  Long  Island  College  Hospital 
(College);  Gynecologist  and  Obstetrician  to  Long  Island 
College  Hospital;  Consulting  Gynecologist  to  the  German 
Hospital  (Brooklyn);  the  Bushwick  Hospital  and  the 
Swedish  Hospital;  Consulting  Surgeon  to  St.  Christopher's 
Hospital;  Consulting  Obstetrician  to  the  Kings  County  Hos- 
pital; Fellow  of  the  Gynecological  Section  of  the  Royal 
Society  of  Medicine,  Great  Britain;  Fellow  of  the  Interna- 
tional Congress  of  Obstetricians  and  Gynecologists.  Council, 
1895,  1897.     330  Clinton  Avenue,  Brooklyn,  New  York. 

Founder. — Johnson,  Joseph  Taber,  A.M.,  Ph.D.,  M.D. 
Professor  of  Gynecology  and  Abdominal  Surgery,  University 
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of  Georgetown ;  Gynecologist  to  the  Providence  and  Columbia 
Hospitals;  Chief  of  the  Gynecological  Service,  Georgetown 
University  Hospital;  President,  Southern  Surgical  and  Gyne- 
cological Association,  1899;  President  of  the  Medical  Society 
of  the  District  of  Columbia,  1887;  Member  of  the  British 
Medical  Association;  President  of  the  Washington  Obstet- 
rical and  Gynecological  Society.  Secretary,  1886-90.  Vice- 
President,  1891.  Council,  1881, 1885, 1897.  President,  1899. 
926  Farragut  Square,  Washington,  D.  C. 

1887.— Kelly,  Howard  A.,  B.A.,  M.D.,  LL.D.  Founder 
of  the  Kensington  Hospital,  Philadelphia;  Associate  Professor 
of  Obstetrics,  University  of  Pennsylvania,  1888-89;  Professor 
of  Gynecology  and  Obstetrics  in  Johns  Hopkins  University, 
1889-99;  Professor  of  Gynecological  Surgery  in  Johns  Hop- 
kins University;  Gynecologist  to  the  Johns  Hopkins  Hos- 
pital; Honorary  Fellow  of  Royal  College  of  Surgeons, 
Edinburgh,  1905;  President  Southern  Surgical  and  Gyneco- 
logical Association,  1907;  Honorary  Member,  Royal  Medical 
Society  of  Edinburgh;  the  Italian  Society  of  Obstetrics  and 
Gynecology,  Rome;  Society  of  Obstetrics  and  Gynecology, 
Berlin;  Society  of  Obstetrics,  Leipzig;  Honorary  Fellow  of 
the  Edinburgh  Obstetrical  Society;  Royal  Academy  of  Medi- 
cine, Ireland;  Glasgow  Obstetrical  and  Gynecological  Society; 
Chicago  Gynecological  Society;  Associate  Foreign  Member, 
Society  of  Obstetrics,  Gynecology  and  Pediatrics,  and  Chir- 
urgical  Society,  Paris;  Corresponding  Member,  Society  of 
Obstetrics,  Leipzig;  Royal  Society  of  Physicians,  Vienna; 
Fellow  of  the  Royal  Society  of  Medicine.  Vice-President, 
1899,  1906.     Council.     1418  Eutaw  Place,  Baltimore,  Md. 

1886.— King,  Albert  F.  A.,  A.M.,  M.D.,  LL.D.  Profes- 
sor of  Obstetrics  in  the  Medical  Department  of  the  George 
W^ashington  University,  and  in  the  University  of  Vermont; 
Visiting  Obstetrician  to  the  George  Washington  University 
Hospital;  Consulting  Physician  to  the  Children's  Hospital, 
Washington;  Member  of  the  Royal  Society  of  Medicine; 
President  of  the  Washington  Obstetrical  and  Gynecological 
Society  (1885-87).  Council,  1898.  Vice-President,  1899. 
1315  Massachusetts  Avenue,  N.  W.,  Washington,  D.  C. 

1892.— KiRKLEY,  Cyrus  A.,  M.D.    Toledo,  Ohio. 

1891.— Krug,  Florian,  M.D.  Gynecologist  to  the  Mt. 
Sinai  Hospital;  Consulting  Gynecologist  to  the  German  Hos- 
pital.    616  Madison  Avenue,  New  York. 
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1892.— McLean,  Malcolm,  M.D.  Surgeon  to  St.  An- 
drew's Infirmary  for  Women;  Consulting  Gynecologist  to 
Randall's  Island  Hospitals;  Associate  Surgeon  to  the 
Woman's  Hospital.  Vice-President,  1908-09.  29  East  One 
Hundred  and  Twenty-sixth  Street,  New  York. 

1892.— MacMonagle,  Beverly,  M.D.  Oflfice,  240  Stock- 
ton Street;  Residence,  2000  Broadway,  San  Francisco,  Cal. 

1901. — Manton,  Walter  Porter,  M.D.  Formerly 
Clinical  Professor  of  Gynecology  and  Professor  of  Obstetrics, 
Detroit  College  of  Medicine;  Gynecologist  to  Harper  Hos- 
pital and  to  the  Eastern  and  Northern  Michigan  Asylums  for 
the  Insane;  Consulting  Gynecologist  to  St.  Joseph's  Retreat; 
Visiting  Obstetrician  and  President  of  Medical  Board, 
Woman's  Hospital  and  Infants'  Home;  President,  Wayne 
County  Medical  Society,  1908-09;  Chairman,  Section  of 
Obstetrics  and  Diseases  of  Women,  American  Medical  Asso- 
ciation, 1908-09;  Fellow  of  the  Royal  Society  of  Medicine. 
32  Adams  Avenue,  Detroit,  Michigan. 

1908.— Martin,  Franklin  H.,  M.D.  Professor  of  Gyne- 
cology Post-Graduate  Medical  School  of  Chicago;  Gynecolo- 
gist to  the  Post-Graduate  Hospital  and  the  Charity  Hospital, 
Chicago;  Editor  Surgery,  Gynecology,  and  Obstetrics.  103 
State  Street,  Chicago. 

1909. — Miller,  Gideon  Brown,  B.Sc,  M.D.  Attending 
Gynecologist  to  the  Emergency  Hospital  and  to  the  Garfield 
Hospital;  Associate  Gynecologist  to  the  Columbia  Hospital; 
Instructor  in  Gynecology  in  the  George  Washington  Univer- 
sity.    1730  K  Street,  N.  W.,  Washington,  D.  C. 

1894.— Montgomery,  Edward  E.,  A.M.,  M.D.,  LL.D. 
Professor  of  Gynecology,  Jefferson  Medical  College;  Gyne- 
cologist to  Jefferson  Medical  College  and  to  St.  Joseph's 
Hospitals.     1703  Walnut  Street,  Philadelphia. 

1891. — Moseley,  William  E.,  M.D.  Professor  Emeritus 
of  Diseases  of  Women,  Baltimore  Medical  College;  Gyne- 
cologist to  the  Maryland  General  Hospital.  Council,  1897. 
614  North  Howard  Street,  Baltimore,  Maryland. 

1904. — Newell,  Franklin  Spilman,  A.B.,  M.D.  Assist- 
ant Visiting  Physician,  Boston  Lying-in  Hospital;  Junior 
Visiting  Surgeon,  Department  of  Diseases  of  Women,  Boston 
City  Hospital;  Assistant  Professor  of  Obstetrics  and  Gyne- 
cology, Harvard  University.  379  Beacon  Street,  Boston,  Mass. 
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1894. — Newman,  Henry  Parker,  A.M.,  M.D.  Professor 
of  Obstetrics  and  Clinical  Gynecology,  College  of  Physicians 
and  Surgeons  of  Chicago;  Professor  of  Gynecology,  Chicago 
Post-Graduate  Medical  School;  Surgeon  (Department  of 
Diseases  of  Women)  to  St.  Elizabeth,  Post-Graduate,  and 
Chicago  Hospitals.     108  State  Street,  Chicago. 

1891. — Noble,  Charles  P.,  M.D.,  S.D.  Surgeon-in- 
Chief  to  the  Kensington  Hospital  for  Women.  Council, 
1899.      Treasurer,  1908.      1509  Locust  Street,  Philadelphia. 

1902, — Noble,  George  Henry,  M.D.  Gynecologist  to 
Grady  Hospital  and  Wesley  Memorial  Hospital;  Dean  and 
Professor  of  Abdominal  Surgery,  Atlanta  School  of  Medicine, 
186  South  Pryor  Street.  Residence,  980  Peachtree  Street, 
Atlanta,  Georgia. 

1893.— NoRRis,  RiCH.\RD  C,  A.M.,  M.D.  Assistant  Pro- 
fessor of  Obstetrics,  Medical  Department,  University  of  Penn- 
sylvania; Surgeon-in-Charge,  Preston  Retreat;  Gynecologist 
to  the  Methodist  Episcopal  Hospital  and  to  the  Philadelphia 
Hospital.     500  North  Twentieth  Street,  Philadelphia. 

1895.— Penrose,  Charles  B.,  A.M.,  Ph.D.,  M.D,,  LL.D. 
1331  Spruce  Street,  Philadelphia. 

1897. — Peterson,  Reuben,  A.B.,  M.D,  Professor  of 
Obstetrics  and  Gynecology,  University  of  IVIichigan;  Obstet- 
rician and  Gynecologist  to  the  University  Hospital,  Vice- 
President,  1906,     Ann  Arbor,  IMichigan. 

1908. — PoLAK,  John  Osborne,  M.D.  Professor  of  Ob- 
stetrics, Dartmouth  Medical  College,  and  of  Obstetrics  and 
Gynecology,  Brooklyn  Post-Graduate  Medical  School;  Ad- 
junct-Professor of  Obstetrics  and  Gynecology,  Long  Island 
College  Hospital;  Obstetrician,  Methodist  Episcopal  Hos- 
pital; Gynecologist,  Jewish,  Williamsburg,  People's  and 
Deaconness'  Hospitals;  Consulting  Gynecologist  to  the 
Coney  Island  Hospital;  Consulting  Obstetrician  to  Mary 
Hitchcock  Hospital,  Hanover,  New  Hampshire.  287  Clinton 
Avenue,  Brooklyn,  New  York. 

1881.— Polk,  William  M.,  M.D.  Professor  of  Gyne- 
cology, Cornell  University  Medical  College;  Physician  to 
Bellevue  Hospital;  Consulting  Gynecologist  to  St.  Luke's 
and  St.  Vincent's  Hospitals,  to  the  New  York  Lying-in 
Hospital,  and  to  the  New  York  Infirmary  for  Women  and 
Children;    Dean   of    Cornell    University   Medical   College, 
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Vice-President,  1S9Q.  Council,lS91.  President,  189Q.  7  East 
Thirty-sixth  Street,  New  York. 

1890.— Reynolds,  Edward,  M.D.  Council,  1894-1896, 
1905-1908.  Vice-President,  1902  and  1910.  President ,  190^. 
321  Dartmouth  Street,  Boston,  Massachusetts. 

1896. — RoBB,  Hunter,  M.D.  Professor  of  Gynecology, 
Western  Reserve  University;  Visiting  Gynecologist  to  the 
Lakeside  Hospital.     702   Rose   Building,  Cleveland,  Ohio. 

1906. — Sampson,  John  A.,  M.D.  Clinical  Professor  of 
Gynecology,  Albany  Medical  College;  Gynecologist  to  the 
Albany  Hospital  and  South  End  Dispensary.  180  Wash- 
ington Avenue,  Albany,  New  York. 

1907. — Simpson,  Frank  Farrow,  A.B.,  M.D.  Gynecolo- 
gist, Allegheny  General  Hospital;  Consulting  Gynecologist, 
Columbia  Hospital.     1112  Bessemer  Building,  Pittsburg,  Pa. 

1892.— Smith,  A.  Lapthorn,  A.B.,  M.D.,  MR.C.S. 
(Eng.).  Surgeon-in-Chief  of  the  Samaritan  Hospital  for 
Women;  Gynecologist  to  the  Western  General  Hospital  and 
to  the  Montreal  Dispensary;  Consulting  G}Tiecologist  to  the 
Woman's  Hospital,  Montreal;  Former  Professor  of  Gyne- 
cology in  the  University  of  Vermont  and  Bishop  University, 
Montreal;  Ex-President  American  Electrotherapeutic  Asso- 
ciation; Honorary  Fellow  of  the  Italian  Gynecological  Society; 
Fellow  of  the  Society  de  Medecine  Pratique,  Paris.  238 
Bishop  Street,  Montreal,  Canada. 

1905. — Smith,  Richard  R.,  M.D.  Surgeon  to  Butter- 
worth  Hospital.     Grand  Rapids,  INIichigan. 

1898.— Stone,  Isaac  S.,  M.D.  Clinical  Professor  of 
Gynecology,  University  of  Georgetown;  Gynecologist  to 
Columbia  Hospital  for  Women;  Fellow  of  the  Royal  Society 
of  Medicine,  London,  England;  President,  Washington  Ob- 
stetrical and  Gynecological  Society,  1907-09.  Vice-President, 
1908.  Connecticut  Avenue  and  L  Street,  N.  W\,  Wash- 
ington, D.  C. 

1905.— Stone,  William  Stephen,  A.B.,  M.D.  113 
East  Sixty-second  Street,  New  York. 

|i  \1909.-^tuddiford,  William  Emery,  B.A.,  M.A.,  M.D. 
Assistant  Professor  of  Gynecology,  New  York  University; 
Assistant  Gynecologist,  Bellevue  Hospital;  Consulting  Sur- 
geon to  the  Franklin  Hospital,  New  Jersey.  124  East  Thirty- 
sixth  Street,  New  York. 
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1906. — Taussig,  Frederick  Joseph,  A.B.,  M.D.  Lec- 
turer on  Gynecology,  Washington  University;  Gynecologist 
to  St.  Louis  Skin  and  Cancer  Hospital;  Obstetrician  to 
St.  Louis  Maternity  Hospital.  731  Metropolitan  Building, 
St.  Louis,  Missouri. 

1905.— Taylor,  Howard  C,  Ph.B.,  M.D.  Attending 
Gynecologist,  Roosevelt  Hospital;  Instructor  in  Gynaecology, 
Columbia  University;  Consulting  Gynecologist,  Greenwich 
(Conn.)  General  Hospital.  32  West  Fiftieth  Street,  New 
York. 

1898.— Thompson,  John  F.,  A.M.,  M.D.  Professor  of 
Diseases  of  W'omen,  Medical  School  of  Maine  (Bowdoin); 
Surgeon,  Maine  General  Hospital.  211  State  Street,  Port- 
land, Maine. 

1897. — ^ViNEBERG,  Hiram  N.,  M.D.  Adjunct  Attending 
GjTiecologist  to  Mt.  Sinai  Hospital;  Visiting  Gynecologist  to 
St.  Mark's  and  Har  Moriah  Hospitals;  Consulting  Gyne- 
cologist to  the  Montefiore  Home  for  Chronic  InvaUds.  751 
Madison  Avenue,  New  York. 

1903.— Wakefield,  W.  Francis  B.,  M.D.  1525  Sutter 
Street,  San  Francisco. 

1909.— Ward,  George  Gray,  Jr.,  M.D.  Professor  of 
Diseases  of  W' omen  and  Gynecologist  to  the  New  York  Post- 
Graduate  Medical  School  and  Hospital;  Consulting  Gyne- 
cologist to  the  Monmouth  Memorial  Hospital,  Long  Branch, 
New  Jersey,  and  to  the  Italian  Hospital,  New  York;  Asso- 
ciate Surgeon  to  the  W^oman's  Hospital;  Instructor  in  Gyne- 
cology Cornell  Medical  College  77  W^est  Fiftieth  Street, 
New  York 

1891.— Wathen,  William  H.,  A.M.,  M.D.,  LL.D.  Pro- 
fessor of  Abdominal  Surgery  and  GjTiecology  in  the  Medical 
Department  of  the  University  of  Louisville;  Abdominal  Sur- 
geon and  Gynecologist  to  the  University  Hospital,  Louisville 
City  Hospital  and  St.  Anthony's  Hospital;  Chairman  of  the 
Section  on  Obstetrics  and  Gynecology  of  the  American 
Medical  Association,  1891 ;  President  of  the  Kentucky  State 
Medical  Society,  1889;  Orator  on  Surgery  of  the  American 
Medical  Association,  1907.  The  Gaulbert  Building,  Louis- 
ville, Kentucky. 

1896.— W ATKINS,  Thomas  J.,  M.D,  Professor  of  Clinical 
G}Tiecology,  Northwestern  University  Medical  School;  Gyne- 
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cologist  to  St.  Luke's,  Wesley  and  Mercy  Hospitals,  Chicago. 
3564  Grand  Boulevard,  Chicago. 

1898.— Webster,  J.  Clarence,  B.A.,  M.D.  (Edin.), 
F.R.C.P.E.,  F.R.S.E.  Professor  of  Obstetrics  and  Gyne- 
cology, Rush  Medical  College,  University  of  Chicago;  Gyne- 
cologist, Presbyterian  and  St.  Joseph's  Hospitals;  Fellow  of 
the  Edinburgh  Obstetrical  Society;  Corresponding  Member 
of  the  Royal  Academy  of  Palermo,  Italy,  and  of  the  Italian 
Obstetrical  and  Gynecological  Society.  706  Reliance  Build- 
ing,  100  State  Street,  Chicago, 

1902.— Wells,  Brooks  H.,  M.D.  Professor  of  Gynecol- 
ogy in  the  New  York  Polyclinic  Medical  School  and  Hospital; 
Consulting  Surgeon  to  the  Brattleboro  Memorial  Hospital, 
Brattleboro,  Vt. ;  Consulting  Gynecologist  to  the  Beth  Israel 
Hospital,  New  York;  Associate  Surgeon  to  the  Woman's 
Hospital  in  the  State  of  New  York.  523  Madison  Avenue, 
New  York. 

1892.— Williams,  J.  Whitridge,  A.B.,  M.D.,  B.S.D. 
Professor  of  Obstetrics,  Johns  Hopkins  University;  Obstet- 
rician-in-Chief  to  the  Johns  Hopkins  Hospital;  Gynecologist 
to  Union  Protestant  Infirmary.  Council,  1899.  Vice-Presi- 
dent, 1904.     1128  Cathedral  Street,  Baltimore,  Maryland. 

1886.— Wylie,  W.  Gill,  M.D.  Professor  Emeritus  of 
Gynecology,  New  York  Polyclinic  Medical  School  and  Hos- 
pital; Consulting  Gynecologist  to  Bellevue  Hospital;  Fellow 
of  the  Royal  Medical  Society,  England.  28  West  Fortieth 
Street,  New  York. 

Total,  92  Active  Fellows. 
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CLASSIFIED. 


Canada. 


Chipman,  Walter  William,  285  Mountain  Street,  Montreal. 
Smith,  A.  Lapthorn,  238  Bishop  Street,  Montreal. 

Connecticut. 
Ingalls,  Phineas,  49  Pearl  Street,  Room  52,  Hartford. 

California. 
MacMonagle,  Beverly,  2000  Broadway,  San  Francisco. 
Wakefield,  W.  Francis,  1525  Sutter  Street,  San  Francisco. 

District  of  Columbia. 

BovEE,    J.    Wesley,    The    Rochambeau,   815    Connecticut  Ave., 
Washington. 

Fry,  Henry  D.,  cor.  Connecticut  Ave.  and  Q  St.,  N.  W.,  Wash- 
ington. 

Johnson,  Joseph  Taber,  926  Farragut  Square,  Washington. 

King,  Albert  F.  A.,  1315  Massachusetts  Avenue,  N.  AV.,  Wash- 
ington. 

Miller,  Gideon  Brown,  1730  K  Street,  N.  W.,  Washington, 

Stone,  Isaac  S.,  Connecticut  Avenue  and  L  Street,  N.  W.,  Wash- 
ington. 

Georgia. 

Noble,  George  Henry,  980  Peachtree  Street,  Atlanta. 

Illinois. 
Andrews,  Frank  T.,  100  State  Street,  Chicago. 
Byford,  Henry  T.,  100  State  Street,  Chicago. 
Dudley,  Emilius  Clark,  1545  Astor  Street,  Chicago. 
Martin,  Franklin  H.,  103  State  Street,  Chicago. 
Newman,  Henry  P.^rker,  108  State  Street,  Chicago. 
Watkins,  Thomas  J.,  3564  Grand  Boulevard,  Chicago. 
Webster,  J.  Clarence,  100  State  Street,  Chicago. 

Kentucky. 
Wathen,  William  H.,  The  Gaulbert  Building,  Louisville. 
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Maine. 
Gordon,  Seth  Chase,  Portland. 
Thompson,  John  F.,  211  State  Street,  Portland. 

Maryland. 
AsHBY,  Thoma-s  a.,  1125  Madison  Avenue,  Baltimore. 
Browne,  B.  Bernard,  510  Park  Avenue,  Baltimore. 
CuLLEN,  Thomas  S.,  3  West  Preston  Street,  Baltimore. 
Kelly,  Howard  A.,  1418  Eutaw  Place,  Baltimore. 
MosELEY,  William  E.,  614  North  Howard  Street,  Baltimore. 
Williams,  J.  Whitridge,  1128  Cathedral  Street,  Baltimore. 

Massachusetts  . 
Burrage,  Walter  L.,  282  Newbury  Street,  Boston. 
CusHiNG,  Ernest  W.,  168  Newbury  Street,  Boston. 
Davenport,  Francis  H.,  419  Boyleston  Street,  Boston. 
Garceau,  Edgar,  397  Marlboro  Street,  Boston. 
Green,  Charles  M.,  78  Marlborough  Street,  Boston. 
Newell,  Franklin  Spilman,  379  Beacon  Street,  Boston. 
Reynolds,  Edward,  321  Dartmouth  Street,  Boston. 

Michigan. 

Boise,  Eugene,  Grand  Rapids. 

Manton,  Walter  Porter,  32  Adams  Avenue,  Detroit. 

Peterson,  Reuben,  Ann  Arbor. 

Smith,  Richard  R.,  Grand  Rapids. 

Missouri. 
Crossen,  Harry  Sturgeon,  310  Metropolitan  Building,  St.  Louis, 
Ehrenfest,  Hugo,  4619  McPherson  Avenue,  St.  Louis. 
Gehrung,  Eugene  C,  "The  Beers,"  St.  Louis. 
Gellhorn,  George,  715  MetropoUtan  Building,  St.  Louis. 
Taussig,  Frederick  Joseph,  731  Metropolitan  Building,  St.  Louis. 

Nebraska. 
Findley,  Palmer,  3602  Lincoln  Boulevard,  Omaha. 

New  Jersey. 
Harris,  Philander  A.,  26  Church  Street,  Paterson. 

New  York. 
Bissell,  Dougal,  265  West  Eighty-first  Street,  New  York. 
Boldt,  Hermann,  J.,  39  East  Sixty-first  Street,  New  York. 
Brettauer,  Joseph,  1063  Madison  Avenue,  New  York. 
Broun,  Le  Roy,  148  West  Seventy-seventh  Street,  New  York. 
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Cleveland,  Clement,  40  East  Forty-first  Street,  New  York. 

CoE,  Henry  C,  8  West  Seventy-sixth  Street,  New  York. 

Cragin,  Edwin  B.,  10  West  Fiftieth  Street,  New  York. 

Currier,  Andrew  F.,  173  East  Lincoln  Avenue,  Mt.  Vernon. 

Dickinson,  Robert  L.,  168  Clinton  Street,  Brooklyn. 

Edg.ar,  James  Clifton,  28  West  Fifty-sixth  Street,  New  York. 

Emmet,  Bache  McE.,  18  East  Thirtieth  Street,  New  York. 

Ford,  Willis  E.,  266  Genesee  Street,  Utica. 

Frederick,  Carlton  C,  64  Richmond  Avenue,  BufTalo. 

GoFFE,  J.  Riddle,  616  Madison  Avenue,  New  York. 

Grandin,  Egbert  H.,  116  West  Seventy-sixth  Street,  New  York. 

Harrison,  George  Tucker,  132  W.  Seventieth  Street,  New  York. 

Janvrin,  Joseph  E.,  191  Madison  Avenue,  New  York. 

Jarman,  George  W.,  54  West  Seventy-sixth  Street,  New  York. 

Jewett,  Charles,  330  Clinton  Avenue,  Brooklyn. 

Krug,  Florian,  616  Madison  Avenue.  New  York. 

McLean,  Malcolm,  29  East  126th  Street,  New  York. 

PoLAK,  John  Osborne,  287  Clinton  Avenue,  Brooklyn. 

Polk,  William  M.,  7  East  Thirty-sixth  Street,  New  York. 

Sampson,  John  A.,  180  Washington  Avenue,  Albany. 

Stone,  William  Stephen,  113  E.  Sixty-second  Street,  New  York. 

Studdiford,  William  Emery,  124  East  Thirty-sixth  Street,  New 

York. 
Taylor,  Howard  C,  32  West  Fiftieth  Street,  New  York. 
Vineberg,  Hiram  N.,  751  Madison  Avenue,  New  York. 
Ward,  George  Gray,  Jr.,  77  West  Fiftieth  Street,  New  York. 
Wells,  Brooks  H.,  523  Madison  Avenue,  New  York. 
Wylie,  W.  Gill,  28  West  Fortieth  Street,  New  York. 

Ohio. 
KiRKLEY,  Cyrus  A.,  Toledo. 
Robb,  Hunter,  702  Rose  Building,  Cleveland. 

Pennsylvania. 

Anspach,  Brooke  M.,  119  South  Twentieth  Street,  Philadelphia. 

AsHTON,  William  E.-vsterly,  2011  Walnut  Street,  Philadelphia. 

Baer,  B.  F.,  2115  Chestnut  Street,  Philadelphia. 

Baldy,  J.  Montgomery,  2219  De  Lancey  Place,  Philadelphia. 

Clark,  John  G.,  2017  Walnut  Street,  Philadelphia. 

Davis,  Edward  P.,  250  South  Twenty-first  Street,  Philadelphia. 

DuER,  Edward  L.,  1606  Locust  Street,  Philadelphia. 

Hirst,  Barton  Cooke,  1821  Spruce  Street,  Philadelphia. 

Montgomery,  Edward  E.,  1703  Walnut  Street,  Philadelphia. 

Noble,  Charles  P.,  1509  Locust  Street,  Philadelphia. 

Norris,  Richard  C,  500  North  Twentieth  Street,  Philadelphia. 

Penrose,  Charles  B.,  1331  Spruce  Street,  Philadelphia. 

Simpson,  Frank  Farrow^  1112  Bessemer  Building,  Pittsburg. 
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DECEASED. 


t  Made  Honorary  Fellow. 
Elected. 

Founder.  ATLEE,  WASHINGTON  L.,  M.D.  1877 

Founder.  BARKER,  FORDYCE,  M.D.,  LL.D.  1891 

Founder.  fBATTEY,  ROBERT,  M.D.  1894 

Founder.  BUCKINGIL\M,  CHARLES  E.,  M.D.  1877 

Founder.  fBUSEY,  SAMUEL  C,  M.D.,  LL.D.  1901 

Founder.  BYFORD,  WILLL\M  H.,  M.D.,  LL.D.  1890 

Founder.  BYRNE,  JOHN,  M.D.,  M.R.C.S.E.  1902 

Founder.  fCAMPBELL,  HENRY  F.,  M.  D.  1891 

Founder.  fCHADWICK,  JAMES  R.,  A.M.,  M.D.  1905 

1888.  COLEMAN,  JOHN  SCOTT,  M.D.  1892 
Founder.  DRYSDALE,  THOAL^S  M.,  A.M.,  M.D.  1904 

1889.  DUDLEY,  A.  PALMER,  M.D.  1905 

1891.  EDEBOHLS,  GEORGE  M.,  A.M.,  M.D.  1908 
Founder.  ENGELMANN,  GEORGE  J.,  A.M.,  M.D.  1903 

1890.  ETHERIDGE,  JAMES  H.,  A.M.,  M.D.  1899 
Founder.  GOODELL,  WILLIAM,  A.M.,  M.D.,  LL.D.      1895 

1887.  IL4NKS,  HORACE  TRACY,  M.D.,  LL.D.  1900 
1894.  HENROTIN,  FERNAND,  M.D.  1906 

1892.  HOLMES,  HORATIO  R.,  M.D.  1896 
Founder.  fHOWARD,  WILLIAM  T.,  M.D.  1907 

1885.  HUNTER,  JAMES  B.,  M.D.  1889 
1877.  JACKSON,  A.  REEVES,  A.M.,  M.D.  1892 

1889.  JAGGARD,  W.  W.,  M.D.  1896 
Founder.  JENKS,  EDWARD  W.,  M.D..  LL.D.  1903 

1886.  JOHNSTONE,  ARTHUR  W.,  A.M.,  M.D.  1905 
1892.  KEATING,  JOHN  M.,  M.D.,  LL.D.  1893 

1888.  KOLLOCK,  CORNELIUS,  A.M.,  M.D.  1897 
1881.  LEE,  CHARLES  C,  A.M.,  M.D.,  LL.D.  1893 
Founder.  LUSK,  WILLIAM  T.,  A.M.,  M.D.,  LL.D.  1897 
Founder.  LYMAN,  GEORGE  H.,  M.D.  1891 
Founder.  MUNDE,  PAUL  F.,  M.D.,  LL.D.  1902 

1890.  MURRAY,  ROBERT  A.,  M.D.  1909 
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Founder.  fNOEGGERATH,  EMIL,  M.D.  1895 

Founder.  PARVIN,  THEOPHILUS,  M.D.,  LL.D.  1898 

Founder.  PEASLEY,  E.  RANDOLPH,  M.D.,  LL.D.  1880 

1892.  PRYOR,  WILLL\M  R.,  M.D.  1904 

1877.  tREAMY,  THADDEUS  A.,  M.D.,  LL.D.  1909 

1887.  REYNOLDS,  JOHN  P.,  M.D.  1896 

1879.  SCOTT,  JOHN,  M.D.,  M.R.C.S.I.  1886 

Founder.  SIMS,  J.  MARION,  M.D.,  LL.D.  1883 

Founder.  SKENE,  ALEXANDER  J.  C,  M.D.  1900 

Founder.  SMITH,  ALBERT  H.,  M.D.  1886 

Founder.  fSTORER,  D.  HUMPHREYS,  M.D.  1903 

1891.  STRONG,  CHARLES  P.,  A.B.,  M.D.  1893 

1879.  tSUTTON,  R.  STRANSBURY,  M.D.,  LL.D.     1906 

Founder.  fTAYLOR,  IS.AAC  E.,  M.D.  1890 

Founder.  fTHOMAS,  T.  GAILLARD,  M.D.  1903 

Founder.  TRASK,  JMIES  D.,  M.D.  1883 

Founder.  WALLACE,  ELLERSLIE,  M.D.  1885 

Founder.  WHITE,  JAMES  P.,  M.D.  1881 

1887.  WILSON,  ELWOOD,  M.D.  1889 

Founder.  WILSON,  HENRY  P.  C,  M.D.  1898 


MINUTES  OF  THE  PROCEEDINGS 

AT    THE 

THITRTY-FIFTH    ANNUAL   MEETING 

OF    THE 

AMERICAN    GYNECOLOGICAL    SOCIETY 

HELD    AT 

WASHINGTON,  D.  C. 

MAY  3,  4  AND  5,  1910 


THIRTY-FIFTH  ANNUAL  MEETING. 
Washington,  D.  C,  May,  3,  4,  5,  1910. 


The  following  members  were  present: 


Frank  T.  Andrews, 
William  E.  Ashton, 
B.  F.  Baer, 
J.  Montgomery  Baldy, 

DOUGAL  BiSSELL, 

Hermann  J.  Boldt, 
J.  Wesley  Bov£e, 
Joseph  Brettauer, 
Le  Roy  Broun, 
B.  Bernard  Browne, 
Henry  T.  Byford, 
Walter  William  Chipman, 
John  G.  Clark, 
Clement  Cleveland, 
Edwin  B.  Cragin, 
Thomas  S.  Cullen, 
Ernest  W.  Gushing, 
Francis  H.  Davenport, 
Edward  P.  Davis, 
Edw^ard  L.  Duer, 
James  Clifton  Edgar, 
Willis  E.  Ford, 
Palmer  Findley, 
Carlton  C.  Frederick, 
Henry  D.  Fry, 
J.  Riddle  Goffe, 
Seth  C.  Gordon, 
Charles  M.  Green, 
Philander  A.  Harris, 
George  Tucker  Harrison, 


Chicago. 
Baltimore. 
Philadelphia. 
Philadelphia. 
New  York  City. 
New  York  City. 
Washington,  D.  C. 
New  York  City. 
New  York  City. 
Baltimore. 
Chicago. 
Montreal. 
Philadelphia. 
New  York  City. 
New  York  City. 
Baltimore. 
Boston. 
Boston. 
Philadelphia. 
Philadelphia. 
New  York  City. 
Utica,  N.  Y. 
Omaha. 
Buffalo,  N.  Y. 
Washington,  D.  C. 
New  York  City. 
Portland,  Me. 
Boston. 

Paterson,  N.  J. 
New  York  City. 
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First  Day. — Tuesday,  May  3,  1910. 

Morning  Session. — The  society  met  in  the  main  building 
of  the  George  Washington  University,  and  was  called  to 
order  by  the  President,  Dr.  Edward  P.  Davis,  of  Philadelphia, 
at  10  A.M. 

The  Secretary  called  the  roll. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  then  delivered  the 
following : 

Address  of  Welcome. 

Mr.  President  and  Members  op  the  American  Gyneco- 
logical Society: 

It  is  with  the  greatest  pleasure  that  we  welcome  you  in 
your  triennial  visitation  to  this  city.  We  extend  a  hearty 
greeting  to  you  as  a  scientific  organization,  and  we  are 
delighted  to  meet  every  individual  member  who  may  attend 
the  sessions,  for  we  feel  that  you  are  indeed  our  friends. 

Mr.  President,  I  am  confident  that  this  Society,  or  such 
organizations  as  ours,  cannot  long  exist  merely  feeding  upon 
the  scientific  pabulum  of  our  annual  program.  There  is 
need  for  other  elements  of  social,  of  human  and  sympa- 
thetic quality  of  association,  which  unite  us  together  as  a 
compact  body  of  men,  whose  combined  efforts  have  been 
and  will  be  productive  of  vast  benefit  to  mankind. 

Nearly  twenty  years  ago  I  attended  a  meeting  of  this 
Society  by  invitation  of  some  one,  for  I  had  then  assumed 
the  name  of  gynecologist,  having  prepared  myself,  as  was 
the  custom  at  that  time,  by  observing  the  work  of  our 
founders  in  New  York,  and  to  some  extent  that  of  eminent 
foreign  surgeons.  There  were  present  many  men  whose 
fame  had  already  spread  abroad,  wherever  gynecology  was 
known,  as  well  as  some  whose  work  has  since  made  them 
famous.  I  remember  well  how  earnestly  my  hopes  and 
aspirations  ascended,  that  I  might  become  worthy  of  mem- 
bership with  such  men  as  compose  this  Society;  among  those 
having  devoted  their  lives  and  their  best  efforts  toward  the 
conservation  of  the  health  and  the  well-being  of  the  women 
of  America.     Especially  do  I  remember  certain  gentlemen 
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whose  kindly  greeting  of  a  stranger  so  charmed  me;  whose 
bearing  and  presence  were  so  admirable;  whose  suggestions 
regarding  certain  difficulties  which,  as  a  young  and  inex- 
perienced surgeon,  I  had  found  almost  insuperable,  were  so 
helpful,  that  I  shall  always  recall  that  meeting  and  these 
two  good  friends,  and  the  advice  they  freely  gave  me,  with  the 
greatest  pleasure.  I  shall  not  mention  names,  Mr.  Presi- 
dent; but  one  of  these  gentlemen  came  from  Tennessee,  and 
the  other  we  know  as  the  "man  from  Maine."  It  is  my  wish 
to  pay  tribute  to  the  Society  by  speaking  thus  of  its  members. 
Gentlemen,  it  is  hoped  that  the  present  session  may  be 
productive  of  great  and  beneficent  results,  at  least  equal  to 
those  of  any  preceding  meeting.  The  Society's  glorious 
history  of  thirty  years  is  inspiring,  and  on  behalf  of  my 
associates,  the  members  resident  in  Washington,  I  bid  you 
a  cordial  welcome,  and  extend  to  you,  one  and  all,  our 
greeting,  our  hospitality,  our  hearts  and  our  hands. 


Response  by  Dr.  Seth  C.  Gordon. 

Mr.  President  and  Fellow-Members  of  the  American 
Gynecological  Society: 
In  behalf  of  the  American  Gynecological  Society,  we 
accept  wdth  a  great  deal  of  pleasure  your  kindly  invitation 
and  your  kindly  welcome.  Washington  to  many  of  us  is 
the  Mecca  that  we  sometimes  and  always  hope  to  approach. 
It  is  the  ideal  city  to  every  American.  To  me  it  is  the  most 
beautiful  city  in  the  world.  Its  location  upon  the  banks  of 
the  beautiful  Potomac  River,  chosen  evidently  by  our 
forefathers  as  the  ideal  place  for  a  Capital,  has  always 
appealed  to  me  from  its  early  days.  In  the  early  sixties  it 
was  not  what  it  now  is,  but  it  has  constantly  grown  more 
and  more  beautiful.  Today  we  find  it  almost  equal  to  any 
city  in  any  country  we  might  mention.  Its  architecture  is 
the  wonder  of  the  world  in  so  short  a  time;  and  its  public 
buildings  rank  with  any  in  the  world.  In  art  and  everything 
that  makes  a  city  beautiful,  it  has  certainly  shown  wonder- 
ful progress.  While  perhaps  not  like  Sir  Thomas  Moore's 
Utopia,  yet  it  is  to  us  Americans  an  Utopia,  and  we  hope 
to  bring  it  more  nearly  to  his  idea  of  the  Utopian. 
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I  might  almost  at  any  length  talk  of  this  beautiful  city 
which  you  know  so  well,  but  among  the  things  we  cherish 
in  Washington  is  its  medical  profession.  Within  the  last 
month  I  have  had  opportunity  to  become  intimately  ac- 
quainted with  the  medical  men  who  make  up  the  medical 
profession  of  this  city,  and  I  am  glad  to  be  able  to  say  that 
the  medical  profession  here  has  kept  pace  with  everything 
that  is  beautiful  in  Washington.  I  had  the  pleasure  of 
meeting  with  one  of  its  prominent  societies  and  to  meet 
with  the  same  society  one  month  ago  on  my  return  from  the 
South,  and  we  must  look  to  our  laurels  everywhere  through- 
out the  United  States  in  comparison  with  the  medical 
profession  in  the  District  of  Columbia,  not  only  in  the 
members  who  compose  it  now,  but  in  several  of  those  who 
have  gone  before,  whom  I  knew  quite  intimately.  There 
were  Johnsons — and  there  are  never  too  many  Johnsons — 
in  the  medical  profession  of  Washington.  They  have  all 
distinguished  themselves.  Their  hospitality  extended  to  us 
through  Dr.  Stone  this  morning  is  all  we  can  possibly  ask  and 
is  on  a  par  with  what  has  been  done  before. 

We  thank  you  very  much,  not  only  for  your  hearty  wel- 
come, but  trust  that  the  social  element  alluded  to  by  Dr. 
Stone  will  long,  long  continue.    (Applause.) 

Dr.  F.  A.  Lockart,  of  Montreal,  Dr.  Lewis  S.  McMurtry, 
of  Louisville,  and  Dr.  A.  I.  Miller,  of  Brattleboro,  Vermont, 
were  made  invited  guests  and  asked  to  participate  in  the 
discussions. 


SciEXTiFic  Session. 

Papers  were  read  as  follows: 

1.  "Carcinoma  of  Urethra;  Fibroid  of  Ovarian  Ligament; 
Hematoma  of  Broad  Ligament  Recurring  with  Pregnancy," 
by  Dr.  Walter  P.  Manton,  of  Detroit,  Michigan. 

This  paper  was  discussed  by  Drs.  Peterson,  Cleveland, 
Goffe,  Vineberg,  Byford,  Davenport,  Stone,  Brettauer,  Duer, 
and  in  closing  by  the  essayist. 

2.  ''Bilateral  Tubal  Pregnancy,"  by  Dr.  Palmer  Findley, 
of  Omaha,  Nebraska,  which  was  discussed  by  Drs.  Ward  and 
Smith. 

Gyn  Soc  d 
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3.  "A  Successful  Reimplantation  of  a  Pelvic  Kidney  in 
the  Female,  with  Remarks  on  the  Surgical  Treatment  of 
Kidney  Misplacements  in  the  True  Pelvis/'  by  Dr.  Dougal 
BisseU,  of  New  York. 

Discussed  by  Drs.  Cleveland,  Smith,  Bovee,  Goffe,  Peter- 
son, Vineberg,  Reynolds,  and  in  closing  by  the  author  of  the 
paper. 

4.  " Post-operative  Cystitis,"  by  Dr.  Joseph  Taber  Johnson, 
of  Washington,  D.  C. 

Discussed  by  Drs.  Byford,  Frederick,  Vineberg,  Taussig, 
Harris,  Reynolds,  and  Baldy. 

5.  "Improved  Operation  for  Extreme  Cases  of  Proci- 
dentia and  Cystocele,"  by  Dr.  J.  Riddle  Goffe,  of  New  York. 

Discussed  by  Drs.  Byford,  Jewett,  Stone,  Gordon,  Cleve- 
land, Frederick,  Brettauer,  Baldy,  Broun,  Ward,  Smith, 
and  in  closing  by  the  essayist. 

On  motion,  the  Society  adjourned  until  9.30  a.m.,  Wed- 
nesday. 

Note. — No  afternoon  session  was  held.  The  Society 
attended  the  general  meeting  of  the  Congress,  which  was  held 
in  the  Convention  Hall  of  the  Arlington  Hotel,  where 
addresses  were  dehvered  on  "Immunization." 


Second  Day. — Wednesday,  May,  3  1910. 

Morning  Session. — The  Society  met  at  9.30  a.m.,  and 
was  called  to  order  by  the  President. 

6.  "Intramural  Sequestration  and  Fixation  of  the  Cor- 
pus and  Fundus  Uteri  for  the  Cure  of  Prolapsus  Uteri 
Existing  in  Woman  with  whom  Further  Pregnancy  was  not 
Possible,"  by  Dr.  Philander  A.  Harris,  of  Paterson,  New 
Jersey. 

Discussed  by  Dr.  Cragin,  and  in  closing  by  the  essayist. 

On  motion,  Dr.  Garry  Hough,  of  New  Bedford,  Massa- 
chusetts, w^as  made  an  invited  guest  and  asked  to  partici- 
pate in  the  discussion. 

7.  "Gallstones  During  Pregnancy  and  the  Puerperium," 
by  Dr.  Reuben  Peterson,  of  Ann  Arbor,  Michigan. 

Discussed  by  Drs.  Wakefield,  Harris,  Smith,  Wylie,  Vine- 
berg, Byford,  Thompson,  Hough,  Norris,  and  in  closing  by 
the  essayist. 
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8.  "A  method  of  Anastomotic  Repair  of  the  Ureter," 
by  Dr.  Malcohii  McLean,  of  New  York. 

Discussed  by  Drs.  Montgomery,  Martin,  Broun,  Gush- 
ing, Bovee,  Frederick,  McMurtry,  and  in  closing  by  the 
essayist. 

At  this  juncture,  the  President,  Dr.  Edward  P.  Davis, 
dehvered  his  address,  the  First  Vice-President,  Dr.  Seth 
C.  Gordon,  occupying  the  chair. 

On  motion  of  Dr.  Montgomery,  seconded  by  several,  the 
President  was  extended  a  vote  of  thanks  for  his  able  and 
interesting  address. 

9.  "The  Use  of  the  Intrauterine  Stem,"  by  Dr.  Francis  H. 
Davenport,  of  Boston. 

Discussed  by  Drs.  Boldt,  Ford,  Cragin,  Green,  Wylie, 
Broun,  Cleveland,  Harrison,  and  in  closing  by  the  author 
of  the  paper. 

10.  "Fibroid  Tumor  Complicating  Pregnancy  and  Ren- 
dering Natural  Labor  Impossible,"  by  Dr.  B.  F.  Baer,  of 
Philadelphia. 

Discussed  by  Drs.  Wylie,  Vineberg,  McLean,  Gordon, 
Peterson,  Cragin,  Stone,  Green,  Reynolds,  Ford,  Norris, 
Harrison,  and  in  closing  by  the  essayist. 

11.  "The  Need  for  Further  Development  of  the  Surgery 
of  the  Upper  Pelvic  Floor  by  Direct  Suprapubic  Approach/! 
by  Dr.  William  M.  Polk,  of  New  York. 

Discussed  by  Drs.  Reynolds,  Bovee,  Wylie,  and  in  closing 
by  the  author  of  the  paper. 

On  motion,  the  Society  adjourned  until  2.30  p.m. 

Afternoon  Session. — The  Society  reassembled  at  2.30  p.m., 
and  was  called  to  order  by  the  President. 

12.  "Extrauterine  Pregnancy,  Eleven  Months,  Sac  Enu- 
cleated without  Rupture;  Specimen  and  X-ray  Picture,", 
by  Dr.  E.  C.  Dudley,  of  Chicago.  (In  the  absence  of  Dr. 
Dudley,  his  paper  was  read  by  the  Secretary.) 

Discussed  by  Drs.  Cragin,  Montgomery,  Boldt,  Smith, 
Gushing,  Miller,  and  Johnson. 

13.  "Vaccine  Therapy  in  Its  Relation  to  Septic  Con- 
ditions." Dr.  J.  Whitridge  Williams,  of  Baltimore,  read  the 
report  of  the  Committee  on  this  subject. 

(a)  "The  Use  of  Vaccines  in  Septic  and  Inflammatory 
Conditions,"  by  Dr.  E.  W.  Gushing,  of  Boston. 
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(6)  "The  Surgical  Treatment  of  Puerperal  Septic  Infec- 
tion," by  Dr.  E.  E.  Montgomery,  of  Philadelphia. 

On  motion  of  Dr.  Green,  the  report  of  the  committee  just 
presented  was  accepted  and  ordered  placed  on  file. 

The  papers  of  Drs.  Gushing  and  Montgomery  were  dis- 
cussed by  Dr.  Smith. 

(a)  "When  Shall  We  Operate  in  Puerperal  Sepsis?"  by 
Dr.  John  Osborn  Polak,  of  Brooklyn. 

(6)  "The  Surgical  Treatment  of  Puerperal  Septic  Infec- 
tion," by  Dr.  Hiram  N.  Vineberg,  of  New  York. 

These  two  papers  were  discussed  by  Drs.  Gushing,  Taussig, 
Vineberg,  Stone,  and  the  discussion  closed  by  Dr.  Polak. 

14.  "Is  Pubiotomy  a  Justifiable  Operation?  A  Second 
Gommnuication  Based  on  Twenty-five  Successful  Gases," 
by  Dr.  J.  Whitridge  Williams,  of  Baltimore. 

Discussed  by  Drs.  Edgar,  Norris,  Peterson,  and  the  dis- 
cussion closed  by  Dr.  Williams. 

On  motion,  the  Society  adjourned  until  Thursday  morning, 
10  A.M.,  to  meet  in  joint  session  with  the  American  Surgical 
Association. 

Business  Meeting. 

The  Business  Meeting  of  the  Society  was  held  May  4,  at  5 
P.M.,  in  the  main  Lecture  Hall  of  the  George  Washington 
University. 

The  minutes  of  the  previous  meeting  as  published  in  the 
Transactions  were  presented,  subject  to  the  corrections 
noted  in  the  written  minutes.  On  motion  the  minutes  were 
adopted,  subject  to  the  corrections  noted. 

Dr.  J.  G.  Gameron,  of  Montreal,  was  nominated  by  the 
Council  as  Honorary  Fellow  of  the  Society.  On  ballot.  Dr. 
Gameron  was  elected  unanimously. 

Dr. Edward  P.  Davis,  of  Philadelphia,  was  nominated  by 
the  Gouncil  as  the  representative  of  the  Society  at  the  coming 
meeting  in  September,  1910,  of  the  International  Gongress 
of  Obstetricians  and  Gynecologists  in  St.  Petersburg.  On 
motion,  Dr.  Davis  was  unanimously  elected. 

Dr.  Wm.  H.  Baker,  having  been  an  Active  Fellow  for  the 
prescribed  time,  was  transferred  at  his  request  to  the  hon- 
orary fist. 
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The  Treasurer,  Dr.  J.  Wesley  Bovee,  submitted  his 
report.  Drs.  Byford  and  Green  were  appointed  to  audit 
the  accounts.  On  their  report  that  the  accounts  and 
vouchers  were  correct,  the  Society  adopted  the  report  of 
the  Treasurer  and  ordered  it  placed  on  file. 

The  President  announced  the  following  recommenda- 
tions of  the  Council,  that  the  annual  dues  be  made  $20. 
This  recommendation  being  an  amendment  to  the  By-laws, 
it  was  adopted  by  the  Society  subject  to  the  provision  under 
the  section  relating  to  amendments. 

The  President  announced  the  following  rules  adopted 
by  the  Council  concerning  the  publication  of  the  Trans- 
actions: 

1.  The  cost  of  illustrating  articles  in  the  Transactions 
must  be  borne  by  the  author  of  the  article. 

2.  Changes  or  corrections  of  galley  proofs  by  authors 
other  than  for  typographical  errors  will  be  at  the  expense  of 
the  authors  making  the  changes. 

3.  A  reasonable  limit  will  be  placed  by  the  Publication 
Committee  of  the  Council  on  the  extent  of  tables  pubhshed 
in  connection  with  articles. 

The  following  amendment  to  Section  V  of  the  Constitu- 
tion was  adopted:  After  Treasurer  in  the  second  line,  insert 
two  other  Fellows.    The  section  as  amended  will  read : 

Sec.  V.  The  officers  of  the  Society  shall  be  a  President, 
two  Vice-Presidents,  a  Secretary,  and  a  Treasure,  and  two 
other  Fellows,  all  to  be  elected  anually,  who,  with  four 
other  Fellows,  one  to  be  elected  each  year  for  a  term  of 
four  years,  shall  constitute  the  Council  of  the  Society. 

Dr.  Robert  L.  Dickinson,  the  chairman  of  the  Committee 
on  Nomenclature,  made  through  the  Secretary  the  following 
report,  which  was  ordered  received  and  placed  on  file: 


Report  of  Committee  on  Nomenclature, 

The  stir  in  the  matter  of  uniformity  of  nomenclature  begun 
by  your  committee  at  the  last  Washington  meeting  of  the 
Society  three  years  ago  was,  through  the  activity  of  Dr. 
Cressy  Wilbur  of  the  Census  Bureau  and  the  motion  made 
for  us  before  the  American  Medical  Association^  the  starting 
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point  for  joint  action  in  which  all  the  Societies  composing  this 
Congress  were  empowered  to  take  part,  as  well  as  the  Army, 
Navy,  Marine  Hospital  Services,  the  American  PubUc 
Health  Association,  and  other  authoritative  bodies.  Your 
Committee  was  present  at  meetings  of  the  joint  Committees. 
These  met  to  make  recommendations  to  the  Paris  conference 
of  June,  1909,  at  which  the  American  delegates  appeared  and 
for  which  they  received  due  credit.  The  English  trans- 
lation of  the  report  of  the  Paris  session  is  herewith  sub- 
mitted under  the  title,  "Department  of  Commerce  and 
Labor,  Bureau  of  the  Census,  E.  Dana  Durand,  Director; 
International  Classification  of  Causes  of  Sickness  and 
Death,  revised  by  the  International  Commission  at  the 
Session  of  Paris,  July  1  to  3,  1909,  for  use  beginning  January 
1,  1910,  and  until  December  31,  1919;  Washington,  Govern- 
ment Printing  Office,  1910. 

To  us  this  volume  is  of  less  importance  than  the  second 
result  of  the  activity  of  the  three  years.  The  Census  Bureau 
is  now  ready  to  issue  a  volume  of  some  bulk  which  gives, 
under  each  title  or  name  of  a  disease,  its  patronymic  in  three 
forms,  to  wit :  according  to  the  International  Classification, 
the  English  (Nomenclature  of  Diseases  of  the  Royal  College 
of  Physicians  of  London,  1906),  and  the  Bellevue  lists 
(Bellevue  Hospital  Nomenclature  of  Diseases  and  Condi- 
tions, first  edition,  1903,  first  revision,  1909).  This  volume 
we  are  asked  to  criticise  and  amend,  and  it  will  be  sent  to 
each  member  of  this  Society. 

The  third  matter  on  which  members  of  your  Committee 
have  done  work  at  times  for  some  years  has  a  close  practical 
bearing  on  the  hospital  histories  and  indexes  of  every  one  of 
us,  and  on  our  private  office  index  of  gynecological  cases  and 
operations.  It  is  a  pocket  list,  a  manual,  an  abridgement 
for  every-day  use.  This  is  the  Bellevue  Nomenclature  of 
Diseases  and  Conditions.  It  is  official,  and  its  terms  the 
only  ones  allowed  in  Bellevue,  St.  Luke's,  the  Presbyterian  of 
New  York,  Brooklyn  Hospital,  Methodist  Episcopal  in 
Brooklyn.    It  is  adopted  by  nine  other  Brooklyn  hospitals. 

To  this  list  is  to  be  added,  this  year,  an  official  list  of  names 
of  operations.  Dr.  vStuddiford  of  this  Committee  prepared  the 
gynecological  and  obstetrical  sections  of  the  original  list  of 
diseases  and  conditions  now  under  revision  at  Bellevue  after 
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six  years'  successful  use.  Dr.  Studdiford  and  your  Chairman 
have  worked  on  the  gynecological  and  obstetrical  operation 
list,  and  after  trying  it  in  hospital  work  for  a  year,  submit  it 
to  the  Society.  Your  Committee  recommends  that  this 
operation  list  be  printed  and  mailed  to  each  member  of  the 
Society  for  criticism  and  amendment.  We  believe  that  con- 
formity backed  with  some  weight  of  authority  is  better  than 
the  haphazard  and  multitudinous  designations  of  operations 
now  found  in  hospital  reports  or  text-books.  And  we  regret 
that  the  largeness  of  these  undertakings  and  the  thoroughness 
of  them  made  quick  results  impossible. 

One  frequent  misunderstanding  should  be  set  right.  Con- 
formity does  not  mean  surrender  of  conviction.  For  example, 
A  beheves  that  all  phlebitis  is  infection,  while  B  takes 
exception  for  certain  cases.  Until  the  question  of  causation 
is  settled,  both  A  and  B  can  index  their  cases  under  an 
independent  heading,  "Phlebitis,"  which  is  non-committal. 
This  uniformity  is  not  cast-iron.  We  agree  that,  as  with 
the  census,  we  shall  stick  to  a  grouping,  once  settled, 
for  a  period  of  ten  years.  Meanwhile,  in  case  new  investi- 
gation changes  a  disease  to  a  different  group,  a  subhead- 
ing or  an  explanatory  note  can  be  written  in  under  the 
outgrown  classification,  and  the  indexer  can  enter  a  note  or 
card  in  the  new  location  referring  back  to  the  old. 

Perhaps  the  greatest  advantage  of  agreement  lies  herein, 
that  any  man  can  buy,  thereafter,  in  the  open  market,  and 
stick  into  his  drawer,  printed  on  standard  size  cards,  the 
official  list  of  pelvic  diseases  and  conditions  and  the  list  of 
gynecological  operations.  Summaries  are  quicldy  made  and 
results  in  different  hospitals  and  by  different  operators 
handily  compared.  Then,  how  easy  to  prepare  the  paper  for 
this  Society  even  after  the  program  is  in  press ! 

Robert  L.  Dickinson. 

At  the  request  of  the  American  Ophthalmological  Society 
the  following  Committee,  Dr.  J.  Clifton  Edgar,  Dr.  J.  Whit- 
ridge  Williams,  and  Dr.  Edward  P.  Davis,  ex-offlcio,  was 
appointed  to  cooperate  with  a  similar  committee  of  that 
Society  on  the  prevention  and  treatment  and  ophthalmia 
neonatorum. 
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Dr.  Joseph  Taber  Johnson,  on  behalf  of  the  Nominating 
Committee,  presented  the  following  nominations  for  officers: 

For  President:  Drs.  Peterson  and  Davenport. 

For  Vice-President:  Drs.  Thompson,  Clark,  Newell,  and 
George  H.  Xoble. 

For  Secretary:  Drs.  Bovee  and  Broun. 

For  Treasurer:  Drs.  Broun  and  Bovee. 

Members  of  the  Council  for  one  year:  Drs.  Sampson, 
Simpson,  Richard  R.  Smith,  and  Studdiford. 

Member  of  the  Council  for  four  years:  Dr.  Edward  P. 
Da\-is. 

On  ballot,  the  follo^dng  were  elected: 

President — Dr.  Reuben  Peterson. 

First  Vice-President — Dr.  John  A.  Thompson. 

Second  Vice-President — Dr.  John  G.  Clark. 

Treasurer — Dr.  J.  Wesley  Bovee. 

Secretary — Dr.  Le  Roy  Broun. 

Members  of  the  Council  for  One  Year — Dr.  Richard  R.  Smith 
and  John  A.  Sampson. 

Member  of  the  Council  for  Four  Years — Dr.  Edward  P. 
Davis. 

Third  Day — Thursday,  May  5,  1910. 

Morning  Session. — The  Society  met  at  the  New  Willard 
Hotel  in  joint  session  with  the  American  Surgical  Association 
for  the  purpose  of  discussing  the  following  subject: 

"What  are  the  End  Results  of  Surgery  or  Surgical  Oper- 
ations for  the  Relief  of  Neurasthenic  Conditions  Associated 
with  the  Various  \'lsceral  Ptoses?  To  What  Extent  do  they 
Improve  the  Nuerasthenic  State  Itself?" 

The  discussion  was  opened  for  the  American  Gynecological 
Society  b}^  Dr.  Edward  Reynolds,  of  Boston,  and  for  the 
American  Surgical  Association  by  Dr.  Joseph  A.  Blake,  of 
New  York,  after  which  the  following  gentlemen  participated : 
Dr.  John  G.  Clark,  of  Philadelphia;  Dr.  Maurice  H.  Richard- 
son, of  Boston;  Dr.  Richard  R.  Smith,  of  Grand  Rapids, 
Michigan;  Dr.  Lewis  S.  McMurtry,  of  Louisville,  Kentucky; 
Dr.  WiUiam  M.  Polk,  of  New  York;  Dr.  A.  J.  Ochsner,  of 
Chicago;  Dr.  Howard  A.  Kelly,  of  Baltimore;  Dr.  Willis 
G.  MacDonald,  of  Albany;  Dr.  John  K.  Mitchell,  of  Phila- 
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delphia;  Dr.  William  J.  Mayo,  of  Rochester,  Minnesota,  and 
the  discussion  was  closed  by  Drs.  Reynolds  and  Blake. 

Adjourned. 

Afternoon  Session — The  Society  met  at  2.30  p.m.,  and  was 
called  to  order  by  the  President. 

15.  "On  Fibromyomata  of  the  Uterus,  with  Special 
Reference  to  Abdominal  Hysterectomy:  A  Report  of  One 
Hundred  and  Sixty  Supravaginal  Hysterectomies,"  by  Dr. 
I.  S.  Stone,  of  Washington,  D.  C. 

Discussed  by  Drs.  Harrison,  Boldt,  Cullen,  Bovee,  and,  in 
closing,  by  the  essayist. 

16.  "Total  Absence  of  the  Vagina  and  of  the  Uterus; 
Right  Pelvic  Kidney;  Absence  of  the  Left  Kidney;  The 
Tubes  and  Ovaries  on  Both  Sides  in  the  Inguinal  Canal," 
by  Dr.  Thomas  S.  Cullen,  of  Baltimore. 

Discussed  by  Dr.  Gordon. 

17.  "The  Repair  of  Inaccessible  Vesicovaginal  Fistulse 
Following  Hysterectomy,  with  Report  of  Two  Cases,"  by 
Dr.  George  Gray  Ward,  Jr.,  of  New  York. 

Discussed  by  Dr.  Bovee. 

18.  "The  Effect  of  the  Trendelenburg  Position  in  Pelvic 
Surgery  upon  the  Renal  Function,"  by  Dr.  J.  Wesley  Bovee, 
of  Washington,  D.  C. 

Discussed  by  Drs.  Peterson,  Stone,  and  in  closing  by  Dr. 
Bovee. 

19.  "The  Post-operative  Management  of  Abdominal 
Section,"  by  Dr.  Brooks  H.  Wells,  of  New  York. 

Discussed  by  Drs.  Boldt,  Hirst,  Stone,  Gordon,  Bovee, 
and,  in  closing,  by  Dr.  Wells. 

20.  "Treatment  of  Eclampsia,"  by  Dr.  Barton  Cooke  Hirst, 
of  Philadelphia. 

Discussed  by  Drs.  Newell,  Fry,  Norris,  Johnson,  and,  in 
closing,  by  the  essayist. 

21.  "Report  of  the  Committee  on  the  Best  Mode  of 
Obstetrical  Instruction  in  American  Institutions."  This 
report  was  read  by  the  Chairman,  Dr.  Barton  Cooke  Hirst, 
of  Philadelphia. 

On  motion  of  Dr.  WeUs,  the  report  was  adopted,  and 
thanks  extended  to  the  Committee  for  its  work. 

On  motion  of  Dr.  Boldt,  a  rising  vote  of  thanks  was 
tendered  to  the  retiring  President,  Dr.  Davis,  for  the  efficient 
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and  impartial  manner  in  which  he  had  conducted  the  business 
of  the  Society. 

On  motion  of  Dr.  Peterson,  a  vote  of  thanks  was  extended 
to  the  profession  of  Washington  for  their  courtesies  and 
hospitality. 

As  there  was  no  further  business  to  come  before  the 
meeting,  on  motion,  the  Society  adjourned  to  meet  at 
Atlantic  City,  New  Jersey,  in  1911. 

Le  Roy  Broun, 

Secretary. 


CONSTITUTION. 


I.  This  Society  shall  be  known  as  the  American  Gyneco- 
logical Society. 

II.  The  object  of  this  Society  shall  be  the  promotion  of 
knowledge  in  all  that  relates  to  the  Diseases  of  Women,  to 
Obstetrics,  and  to  Abdominal  Surgery. 

fellows. 

III.  The  Fellows  of  this  Society  shall  consist  of  Fellows  and 
Honorary  Fellows. 

The  Fellows  shall  not  exceed  one  hundred  in  number. 

The  Honorary  Fellows  shall  not  exceed  ten  American 
(exclusive  of  those  who  have  been  Active  Fellows  of  the 
Society)  and  twenty-five  foreign. 

Candidates  shall  be  proposed  to  the  Council,  by  two  Fel- 
lows only,  at  least  one  month  before  the  first  day  of  the  meet- 
ing, each  nomination  being  accompanied  by  a  list  of  the  prin- 
cipal publications  of  the  candidate  and  of  the  official  positions 
which  he  holds.  Each  candidate  shall  submit  eleven  copies  of 
his  original  and  unpublished  thesis  to  the  Secretary  of  the 
Society  not  later  than  April  1,  on  a  subject  connected  with 
g}Tiecology,  obstetrics,  or  abdominal  surgery;  this  thesis  shall 
not  have  been  previously  read  or  presented  by  title  before  any 
society.  On  nomination  by  the  Council,  each  candidate 
shall  be  separately  balloted  for  at  the  annual  meeting.  A 
two-thirds  affirmative  vote  of  all  the  Fellows  present  shall 
constitute  an  election,  at  least  fifteen  Fellows  being  present. 

The  names  of  any  candidates  not  nominated  by  the  Council 
or  not  elected  by  the  Society  shall  be  placed  upon  a  waiting 
list  and  shall  be  reconsidered  by  the  Council  at  each  succeed- 
ing meeting.  When  the  name  of  the  candidate  is  placed 
upon  the  waiting  list  a  copy  of  his  paper  shall  be  returned 
to  him  for  publication  if  he  so  desires,  but  any  such  candi- 
date shall  have  the  privilege  of  submitting  another  paper  to 
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the  Council  on  or  before  April  1,  prior  to  any  succeeding 
annual  meeting.  A  list  of  all  the  candidates,  accompanied 
by  all  the  information  sent  to  the  Council,  shall  be  sent  to 
every  Fellow  with  the  notification  of  the  annual  meeting. 

No  one  shall  be  eligible  for  Active  Fellowship  until  he  shall 
have  submitted  to  the  Council  a  paper  on  some  subject  con- 
nected with  gynecologic  science. 


HONORARY   FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be 
vested  in  the  Council. 

The  election  shall  take  place  in  the  same  manner  as  that  of 
ordinary  Fellows. 

They  shall  enjoy  all  the  privileges  of  other  Fellows,  but 
shall  not  be  required  to  pay  any  fee  or  be  allowed  to  hold  any 
office,  or  to  cast  any  vote. 

Any  member  of  this  Society  at  the  end  of  twenty-five  years' 
active  service  in  the  Society,  or  at  any  time  thereafter,  at  his 
own  request,  shall  be  placed  on  the  roll  of  Honorary  Fellows, 
and  shall  be  so  classified  in  the  next  volume  of  Transactions, 
provided  the  request  be  made  during  the  fiscal  year  for  which 
the  annual  dues  have  been  paid  by  that  member. 

OFFICERS. 

V.  The  oflacers  of  the  Society  shall  be  a  President,  two 
Vice-Presidents,  a  Secretary,  and  a  Treasurer,  and  two 
other  Fellows,  all  to  be  elected  annually,  who,  with  four 
other  Fellows,  one  to  be  elected  each  year  for  a  term  of  four 
years,  shall  constitute  the  Council  of  the  Society. 

The  nomination  of  all  officers  shall  be  made  in  open  session 
at  the  business  meeting,  and  the  same  shall  be  elected  by 
ballot. 

The  officers  shall  enter  upon  their  duties  immediately 
before  the  adjournment  of  ihe  meet  ng  at  which  they  were 
elected,  and  shall  hold  office  for  one  year. 

Any  vacancy  occurring  between  the  annual  meetings  shall 
be  filled  temporarily  by  the  action  of  the  Council. 

All  officers  shall  be  eligible  for  re-election. 
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ANNUAL   MEETING. 

VI.  The  annual  meeting  of  the  Society  shall  be  held  regu- 
larly at  a  date  to  be  determined  by  the  Council,  and  shall 
continue  for  three  days,  unless  otherwise  ordered  by  vote  of 
the  Society  at  any  executive  session.  The  sole  management 
of  the  annual  meetings  shall  be  under  the  control  of  the 
Council,  subject  to  any  action  of  the  Society  at  the  preceding 
annual  meeting. 

AMENDMENTS. 

VII.  This  Constitution  may  be  amended  by  a  two-thirds 
vote  of  all  the  Fellows  present  at  an  annual  meeting,  provided 
that  notice  of  the  proposed  amendment  has  been  given  in 
writing  at  the  annual  meeting  next  preceding,  and  that  the 
same  has  been  printed  in  the  notification  of  the  meeting  at 
which  the  vote  is  to  be  taken. 


BY-LAWS. 

PRESIDENT   AND    VICE-PRESIDENTS. 

I.  The  President  and  Vice-Presidents  shall  discharge  the 
duties  belonging  to  their  respective  offices.  The  President 
shall  be  ex-officio  chairman  of  the  Council. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  the 
meetings  of  the  Society  and  of  the  Council,  of  which  latter  he 
shall  be  ex-officio  clerk,  and  when  not  in  session  shall  perform 
its  business  by  correspondence. 

At  each  annual  meeting  he  shall  announce  the  names  of  all 
who  have  ceased  to  be  Fellows  since  the  last  report. 

He  shall  superintend  the  publication  of  the  Transactions, 
under  the  direction  of  the  Council. 

He  shall  notify  candidates  of  their  election  to  Fellowship. 

He  shall  send  notifications  of  the  annual  meetings  and  of 
the  meetings  of  the  Council. 
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TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  due  and  pay 
all  debts.  He  shall  render  an  account  thereof  at  the  annual 
meeting,  when  an  Auditing  Committee  shall  be  appointed  to 
report. 

COUNCIL. 

IV.  The  Council  shall  meet  as  often  as  the  interests  of  the 
Society  may  require. 

Five  members  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Society, 
subject  to  the  action  of  the  Society  at  its  annual  meetings. 

It  shall  arrange  the  order  for  the  reading  of  papers  at  the 
annual  meetings. 

It  shall  not  have  power  to  make  the  Society  liable  for  any 
debts  exceeding  in  total  one  hundred  dollars  in  the  course  of 
any  one  year,  unless  specially  authorized  by  a  vote  of  the 
Society. 

It  shall  have  the  entire  control  of  the  publications  of  the 
Society,  with  the  power  to  reject  such  papers  or  discussions  as 
it  deems  best. 

The  President,  or  any  three  members,  may  call  a  meeting, 
notice  of  which  shall  be  transmitted  to  every  member  two 
weeks  previous  to  the  meeting. 

The  Council  shall  determine  questions  by  vote,  or — if 
demanded — by  ballot,  the  President  having  a  casting  vote. 

The  Council  shall  constitute  a  Board  of  Trial  for  all  offences 
against  the  Constitution  and  By-laws,  or  for  conduct  unbe- 
coming an  honorable  physician,  and  shall  have  the  sole  power 
of  moving  the  expulsion  of  any  Fellow. 

ORDER   OF   BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the 
Society  shall  be  as  follows: 

I.  General  meetings  at  10  a.m.  each  day. 

1.  Reports  of  the  Committees. 

2.  Reading  of  Papers  and  Discussion  of  the  same. 
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II.  The  Business  Meeting,  at  which  only  Fellows  of 
the  Society  shall  be  present,  shall  be  held  on  the 
second  day  of  the  session,  at  an  hour  determined 
by  the  Council  and  announced  on  the  program 
of  the  meeting.  The  Secretary's  Record  shall 
then  be  read;  the  Treasurer's  accounts  be  sub- 
mitted; the  reports  of  Committees  or  other  than 
scientific  subjects  be  received;  and  all  miscel- 
laneous business  be  transacted. 

PAPERS,    ETC. 

VI .  The  titles  of  all  papers  to  be  read  at  any  annual  meet- 
ing shall  be  forwarded  to  the  Secretary  not  later  than  two 
weeks  before  the  first  day  of  the  meeting. 

No  paper  shall  be  read  before  the  Society  which  has  already 
been  printed  or  has  been  read  before  another  body. 

All  papers  that  may  be  read  before  the  Society,  and  ac- 
cepted for  publication,  shall  become  the  property  of  the  So- 
ciety, and  their  publication  shall  be  under  the  control  of  the 
Council.  Such  papers  may  be  published  in  full  in  medical 
journals,  provided  that  they  are  also  printed  in  the  Trans- 
actions. 

QUORUM. 

VII.  A  quorum  for  business  purposes  shall  be  fifteen 
Fellows. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  profes- 
sional character  of  any  Fellow  shall  be  in  order  at  the  annual 
meetings,  except  when  introduced  by  the  Council. 

ASSESSMENTS. 

IX.  Every  Fellow  shall  pay  in  advance  the  sum  of  fifteen 
dollars  annually. 

Any  Fellow  whose  subscription  shall  be  more  than  nine 
months  in  arrears  shall  be  reminded  of  the  fact  by  the  Treas- 
urer in  writing;  in  event  of  payment  not  being  then  made,  he 
may,  on  vote  of  the  Council,  be  dropped  from  the  Society. 

Each  Fellow  shall  pay  on  admission  an  initiation  fee  of 
twenty-five  dollars. 
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Any  Fellow  who  shall  neither  attend  nor  present  a  paper 
for  three  successive  years  shall,  unless  he  offers  an  excuse 
satisfactory  to  the  Society,  be  dropped  from  Fellowship. 

AMENDMENTS. 

X.  Any  of  these  By-laws  may  be  amended,  repealed,  or 
suspended  by  a  two-thirds  vote  of  the  Fellows  present  at  any 
meeting,  provided  previous  notice  in  writing  has  been  given 
at  the  annual  meeting,  immediately  preceding  the  one  at 
which  the  vote  is  to  be  taken. 
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ADDKESS  OF  THE  PKESIDENT. 


By  Edward  P.  Davis,  M.D., 
Philadelphia,  Pa. 


American  gynecology  had  its  origin  in  the  crude 
obstetric  practice  of  fifty  years  ago.  The  necessity  for 
repairing  the  injuries  of  labor  developed  the  genius  of 
Sims  and  Emmet,  and  American  ingenuity  added  a  new 
branch  to  surgical  science.  As  obstetric  surgery  has  devel- 
oped and  asepsis  was  introduced,  gynecology  has  become 
more  and  more  abdominal  surgery.  This  has  been  the 
case  not  only  because  better  obstetrics  has  lessened  the 
injuries  of  labor,  but  because  women  have  those  abdominal 
lesions  most  easily  recognized  and  most  frequently 
occurring. 

At  present  the  modern  gynecologist  operates  upon  men 
and  women  alike,  the  surgeon  in  turn  performing  many 
operations  on  women. 

Today  the  tendency  of  development  in  gynecology  lies 
in  the  study  of  the  normal  relations  of  the  abdominal  and 
pelvic  viscera,  the  determination  of  the  dynamics  of  the 
abdomen  and  pelvis,  and  the  recognition  of  those  causes 
which  produce  abdominal  and  pelvic  ptosis.  We  have 
learned  that  the  repair  of  lacerations  to  the  genital  tract 
does  not  suffice  to  cure  these  cases. 

The  pelvic  viscera  must  be  brought  into  such  relation 
with  the  abdomen  and  its  contents  that  the  dynamics  of 
the  abdomen  shall  maintain  health  for  the  individual  and 
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not  disease.  That  this  subject  is  today  of  primary  import- 
ance is  shown  in  the  fact  that  this  Society  and  the  Ameri- 
can Surgical  Association  are  about  to  engage  in  a  joint 
discussion  of  this  problem. 

Modern  surgery,  having  conquered  the  world  of  technic, 
seeks  other  fields  of  conquest.  The  operation  for  cancer, 
that  eternal  scourge  of  humanity,  seems  to  have  reached 
its  anatomical  limitations,  but  the  cause  of  cancer  remains 
unknown.  Gynecology  today  is  especially  charged  with 
the  task  of  studying  the  cause  and  the  mode  of  grovpth 
of  malignant  disease,  so  that  operation  may  be  wisely 
chosen  and  performed.  The  genital  tract  of  woman  gives 
opportunity  to  study  pathological  processes  closely  akin 
to  malignant  disease.  Such  are  the  non-malignant  degen- 
erations of  the  generative  organs,  of  which  examples  are 
found  in  autolysis  of  the  uterus,  changes  in  the  Graafian 
foUicles  and  corpus  luteum,  necrobiosis  in  fibroids,  and 
cystic  and  calcareous  changes  in  ovarian  and  fibroid 
tumors.  Protoplasm  may  thus  be  studied  in  its  germinal 
and  degenerative  changes.  The  discovery  of  chorio-epithe- 
lioma  and  its  identification  as  a  fetal  form  of  malignant 
disease  serve  to  illustrate  this  point.  Our  knowledge  of 
cancer  today  pauses  at  the  phenomena  of  premature  cellu- 
lar death  and  degeneration. 

Is  it  too  much  to  hope  that  gynecology,  by  virtue  of  its 
peculiar  opportunities  and  experiences,  will  first  solve  this 
problem. 

The  failure  of  bacteriology  to  adequately  explain  many 
phenomena  of  malignant  disease  calls  our  attention  to 
pathological  chemistry.  A  new  cellular  pathology  is  yet 
to  be  written  from  the  standpoint  of  cellular  metabolism. 
In  this  not  only  must  pathological  chemistry  bear  its 
part,  but  the  transplantation  of  diseased  tissue  and  viscera 
in  animals  may  be  of  value. 
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111  no  branch  of  modern  medicine  has  so  gi*eat  advance 
recently  been  made  as  in  obstetrics.  Pathological  chem- 
istry has  thrown  new  light  upon  toxemia  and  eclampsia 
and  lessened  the  frequency  and  mortality  of  these  grave 
complications  of  parturition. 

The  development  of  obstetric  surgery  has  divided  those 
who  practice  obstetrics  into  licensed  midwives,  including 
general  practitioners  of  medicine,  and  obstetricians,  the 
former  competent  to  attend  normal  labors,  the  latter  skilled 
in  the  management  of  the  complications  of  pregnancy  and 
labor. 

The  multiplication  of  hospitals  makes  is  usually  possible 
to  transfer  operative  cases.  Should  this  resource  fail  the 
obstetrician  will  transport  the  essentials  of  surgical 
technic  to  the  patient's  dwelling.  The  field  of  obstetric 
surgery,  embracing  the  complications  of  pregnancy,  labor, 
the  complete  repair  of  injuries,  puerperal  infection,  the 
cure  of  conditions  resulting  from  and  developing  after 
labor,  and  injuries  to  the  newborn,  is  so  large  that  especial 
skill  and  experience  only  can  attempt  to  do  it  justice.  The 
double  responsibility  of  maternal  and  fetal  life  demands 
for  this  work  special  study  and  training. 

In  no  other  department  of  medical  science  has  com- 
petent specialization  so  lessened  mortality  and  morbidity. 

The  mortality  and  morbidity  from  puerperal  septic 
infection  outside  of  hospitals  has  been  but  little  reduced 
by  asepsis  and  antisepsis,  not  because  these  methods  are 
inefficient,  but  because  untrained  midwives  and  incompe- 
tent general  practitioners  undertake  the  management  of 
complicated  parturition.  'Nor  will  this  condition  be 
improved  until  complicated  delivery  receives  that  surgical 
attention  which  has  so  lessened  death  and  disease  from 
other  causes  among  women. 

Obstetrics  offers  abundant  work  for  the  future.  Tox- 
emia and  eclampsia  are  but  partly  understood.     It  is  still 
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not  proven  that  vaginal  delivery  after  opening  the  pelvic 
girdle  is  not  accompanied  by  such  injuries  that  abdominal 
delivery  is  not  better ;  and  even  in  the  repair  of  lacerations, 
the  final  word  has  not  yet  been  spoken.  It  is  still  an  open 
question  w^hether  in  puerperal  sepsis  we  can  do  more  than 
feed  and  stimulate  the  patient.  The  effort  to  give  the 
pregnant  woman  hospital  care  before  labor,  and  the  study 
of  what  constitutes  a  rational  puerperal  period,  promise 
well  and  deserve  attention. 

If  these  things  may  be  said  of  our  work,  what  shall  we 
say  of  the  workers  ?  This  Society  is  to  be  congratulated 
that  during  the  year  past  no  death  has  occurred  among  our 
American  Fellows.  But  we  cannot  forget  the  striking  loss 
of  our  German  colleagues,  when  within  a  few  weeks 
Pfannenstiel,  Eunge,  and  von  Eosthorn,  were  taken  from 
them.  Pfannenstiel,  our  honorary  member,  won  our  hearts 
during  his  visit  in  1908.  His  life  promised  much  for 
science  and  for  his  colleagues.  His  loss  is  indeed  a  depri- 
vation. 

This  is  the  American  Gynecological  Society.  While 
science  is  our  first  love,  we  cannot  forget  our  duty  to  our 
country.  It  is  a  frequent  boast  that  this  nation,  because 
of  its  situation,  resources,  and  numbers,  is  invincible. 

There  is  no  nation  which  cannot  fall  a  victim  to  its  own 
decay.  The  rapid  gain  in  wealth,  the  amazing  greed  for 
luxury,  the  decrease  of  a  sane  and  natural  life,  the  less- 
ened moral  reflex  of  the  nation  and  increasing  degeneracy, 
suggest  a  Roman  parallel  for  this  Republic. 

To  us  is  entrusted  the  physical  care  of  woman  in  her 
most  important  function,  the  conservation  of  the  Ameri- 
can people. 

Our  supreme  reliance  in  national  crises  is  the  moral 
sense  of  the  people.  But  how  can  this  obtain  unless 
children  be  born  with  sound  brain  in  a  healthy  body,  and 
trained  from  earliest  days  to  a  natural  life  and  prompt 
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obedience.  If  this  republic  is  to  endure,  its  women  must 
bring  to  its  altars  not  the  paste  jewels  of  an  artificial 
luxury,  but  those  gems  which  made  immortal  the  mother 
of  the  Gracchi.  Gynecology  is  an  American  science,  of 
which  America  may  well  be  proud.  Let  us  see  to  it  that 
it  serves  faithfully  the  land  of  its  birth. 


REPOET  OF  THEEE  UNUSUAL  CASES. 

peimaet  caecinoma  of  the  female  tteethea ;  hema- 
toma of  the  beoad  ligament  eecueeing  with 
peegnancy;    fibeoid    tumoe    of    the    OVAEIAN    LI(J- 

AMENT. 

By  W.  P.  Manton,  M.  D., 
Detroit,  Mich. 


The  determining  of  the  nature  of  a  given  disorder  does 
not  depend  so  much  on  the  symptomatology  presented  or  on 
what  is  found  on  examination  as  on  a  correct  interpreta- 
tion of  these  two  based  on  a  knowledge  of  the  statistics  of 
disease  and  the  natural  history.  For  it  is  only  as  the 
result  of  the  study  of  accumulated  cases  that,  although 
perhaps  unconsciously,  a  true  conception  can  be  obtained 
of  any  morbid  process  and  its  therapeutic  treatment  scien- 
tifically established.  Thus  the  statement  that  "The  teller 
of  strange  tales  is  not  the  least  among  the  benefactors  of 
men"  is  peculiarly  applicable  in  medicine,  since  the  tabu- 
lating of  diseased  conditions  increases  the  total  of  knowl- 
edge and  places  the  physician  in  a  position  of  somewhat 
security  regarding  the  diagnosis,  course  and  treatment  of 
the  complaint. 

It  is  with  this  idea  in  mind  that  I  venture  to  present 
to  your  attention  the  three  following  unusual  cases — a 
contribution  to  the  statistics  of  their  kind : 
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I.    A  CASE  OP  PRIMARY  CANCEE  OF  THE   FEMALE  URETHRA. 

Mrs.  McM.  came  under  observation  ISTovember  30, 
190 Y.  The  patient,  a  feeble  woman  aged  56  years,  has 
had  three  children,  the  last  twenty-five  years  ago,  and  has 
passed  the  menopause  seven  years.  She  claims  that  her 
present  ailment  has  existed  since  the  last  labor,  when  the 
"nurse"  (midwife)  pulled  the  child  from  her,  and  in  so 
doing  scratched  the  meatus  urinaris  with  the  finger-nail. 
Subsequent  catheterization  by  a  physician  caused  her 
much  pain.    The  family  history  is  negative. 

She  has  a  chronic  bronchial  cough  and  "catarrh  in  the 
head,"  which  is  very  annoying,  but  complains  principally 
of  the  opening  of  the  water  passage  as  the  source  of  much 
distress.  There  is  a  constant  discharge  from  the  parts, 
but  she  is  unable  to  determine  whether  from  the  vagina 
or  urethra.  Micturition  is  not  usually  painful,  but  at 
times  the  urine  scalds.  Occasionally  when  walking  she  is 
seized  with  a  sharp  pain  in  the  external  genitals ;  at  other 
times  the  urethra  becomes  so  sore  that  she  cannot  sit 
down  until  she  has  remained  quietly  standing  for  a  few 
minutes.  The  bowels  are  constipated  and  her  food  dis- 
tresses her. 

Four  years  ago  a  growth  was  removed  from  the  urethra 
and  other  "operations"  performed,  the  nature  of  which 
she  does  not  know.  Following  this  procedure  the  wovmd 
never  healed  and  the  growth  gradually  returned.  She 
states  that  a  second  operation  on  the  urethra  was  in  June, 
190Y. 

Examination.  Vaginal  examination  reveals  nothing 
abnormal  in  the  pelvis.  From  the  somewhat  dilated 
urinary  meatus  the  lower  end  of  a  polypoid  growth  the 
size  of  a  pea  is  visible.  The  margin  of  the  orifice  is  flush 
with  the  vestibule.  The  growth  springs  from  the  poste- 
rior wall  of  the  urethra  just  within  the  opening,  about 
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one-sixteenth  of  an  inch  up.  It  is  of  a  dull-red  color,  and 
from  it,  at  the  base,  fine  reddish  lines  radiate  to  the  right 
and  left  in  the  neighboring  mucosa.  The  growth  does  not 
bleed  readilj  on  manipulation,  but  the  passing  of  a  sound 
over  it  gives  rise  to  a  slight  bloody  oozing.  The  parts  are 
quite  sensitive  and  examination  causes  considerable  dis- 
tress. There  is  no  appreciable  thickening  of  the  urethra 
except  for  a  short  distance  above  the  attachment  of  the 
polypus.  ISTo  enlarged  glands  can  be  detected  anywhere  in 
or  about  the  pelvis. 

Diagnosis.     Urethral  polypus,  possibly  malignant. 

December  12,  1907,  operation  at  the  Woman's  Hospital. 
Under  ether  anesthesia  a  circular  cut  was  made  around 
the  meatus  and  the  urethra  dissected  up  to  a  point  cor- 
responding to  the  beginning  of  its  lower  third,  where  it 
was  amputated.  The  bleeding  was  considerable,  but  was 
easily  controlled.  The  remaining  portion  of  the  urethra 
was  then  loosened  from  its  attachments  to  permit  of  its 
being  drawn  down  to  the  external  opening  where  its  edges 
were  united  to  the  vestibular  mucosa  by  fine  catgut 
sutures,  a  new  meatus  of  supposedly  healthy  tissue  being 
thus  formed.  A  self-retaining  catheter  was  placed  in  the 
urethra,  and  a  pack  of  iodoform  gauze  in  the  vagina,  so  as 
to  exert  pressure  along  the  whole  extent  of  the  urinary 
tube.  The  gauze  was  removed  on  the  fifth  day  and  the 
catheter  on  the  ninth.  The  patient  made  an  excellent 
recovery  from  the  operation  and  left  the  hospital  on  the 
thirteenth  day.  At  that  time  the  new  meatus  was  nearly 
healed,  the  parts  looked  healthy,  and  the  urine  could  be 
retained  for  several  hours.  When  the  catheter  was  first 
removed  there  was  slight  dribbling  of  urine  which,  at  the 
time  of  dismissal,  caused  some  discomfort  from  irritation, 
but  this  was  corrected  in  the  course  of  a  few  weeks  and, 
save  when  the  patient  coughed,  there  was  little  or  no 
escape  of  fluid. 


W.  p.  MANTON  11 

The  portion  of  the  urethra  removed,  with  attached 
polypus,  was  submitted  to  Dr.  Heneage  Gibbes  for  micro- 
scopical examination.  Sections  were  made  from  three 
portions  of  the  specimen,  {a)  the  apex,  (6)  the  middle 
portion,  and  (c)  the  proximal  part  or  base  of  the  growth. 
All  of  these  showed  similar  conditions  throughout.  On 
the  surface  there  was  stratified  squamous  epithelium,  more 
showing  in  series  (a)  than  in  the  others.  Under  this 
epithelium  were  a  number  of  capillary  bloodvessels,  and 
in  some  places  hemorrhage  had  taken  place.  The  matrix 
was  formed  of  loose  fibrous  connective  tissue  and  some 
bands  of  non-striped  muscle.  Running  into  this  tissue 
were  a  number  of  small  tubular  glands,  and  it  was  in 
these  that  the  most  marked  changes  were  found.  These 
changes  were  of  two  kinds:  In  one,  the  gland-tubes  were 
hypertrophied  and  formed  small  cysts,  some  of  which  con- 
tained a  coagulated  fluid.  The  tubes  were  lined  by  a 
single  layer  of  short  columnar  epithelium  which  had 
become  gradually  thinned  by  pressure  from  within  until 
only  a  thin  capsule  of  fibrous  tissue  remained.  The  other 
tubes  showed  an  entirely  different  condition.  In  these 
in  many  places  the  epithelium  had  increased  by  division 
into  the  tube  to  such  an  extent  as  to  almost  obliterate  the 
original  lumen.  Here  the  epithelium  was  many  layers 
deep.  This  is  the  same  change  that  takes  place  in  the 
tubes  of  the  mammary  gland  in  the  initiation  of  carcinoma 
of  that  organ.  In  some  places  the  section  had  passed 
transversely  through  the  tubes,  which  were  entirely  filled 
with  epithelium,  so  that  no  lumen  was  visible. 

Taking  the  series  in  their  sequence,  the  number  of  tubes 
in  which  this  change  had  taken  place  was  distinctly  in- 
creased, and  in  the  base — that  is,  where  the  operation  cut 
had  been  made — they  existed  right  down  to  the  cut  sur- 
face, so  that  it  was  probable  that  all  the  tubes  which  had 
undergone  the  change  had  not  been  removed. 
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The  pathologist  adds:  "The  case  is  an  interesting  one 
and  appears  to  be  following  the  course  taken  by  a  columnar 
epithelioma  of  the  pylorus — that  is,  growing  outward 
while  the  cells  are  dividing  inward  like  a  granular  carci- 
noma." 

January  11,  1908.  The  lips  of  the  new  meatus  look 
red  and  puffy,  and  there  is  very  slight  bleeding  on  manip- 
lation. 

March  5.  A  granulation  the  size  of  a  split  pea  on  the 
right  side  of  the  meatus  and  another  of  pinhead  size  on 
the  left  side  have  appeared.  The  patient  expresses  herself 
as  "better  in  health  in  quite  a  good  many  ways  than  before 
she  went  to  the  hospital." 

April  1.  The  granulations  noted  now  present  a  poly- 
poid appearance. 

April  15.  A  small  mass  of  the  projecting  growth 
removed. 

June  22.  Appearance  of  the  meatus  improved;  the 
growth  is  not  so  prominent  or  inflamed.  The  part  is  very 
tender  but  bleeds  only  slightly  on  manipulation.  Patient 
says  that  she  feels  better  locally,  but  that  if  the  parts  are 
injured  it  gives  rise  to  the  old  suffering. 

June  30  and  July  13.  Small  projecting  portions 
removed  from  meatus.     Patient  is  feeling  better. 

September  5.  Patient  thought  that  condition  was 
almost  well,  when  it  "broke  out"  again  a  week  ago,  bleed- 
ing a  little.  She  complains  of  pain  in  right  hip,  running 
down  leg,  with  swelling  of  latter  at  times.  Examination 
negative.    A  small  piece  of  tissue  removed. 

September  15.  Another  small  granulation  removed  from 
right  side  of  meatus.  Parts  looking  healthier.  At  this 
time  the  patient  was  lost  sight  of.  The  bits  of  tissue 
removed  were  examined  by  Dr.  Gibbes. 

Report  on  Specimen  of  June  30,  1908.  There  were  no 
tubular  glands  in  this  specimen.     The  portions  removed 
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were  more  or  less  rounded  in  shape  and  appeared  quite 
different  on  the  two  sides.  On  one  side  there  were  irregu- 
larly arranged  normal  cells  several  layers  deep,  on  a  loose 
connective-tissue  base.  In  the  latter  were  numerous  blood- 
vessels and  much  extravasated  blood.  The  epithelium  was 
fairly  normal,  but  there  were  a  few  interpapillary  proc- 
esses which  were  large  and  pear-shaped  and  projected 
from  the  superficial  epithelium  deeply  into  the  loose  con- 
nective tissue.  On  the  opposite  side  epithelial  trabecules 
passed  from  the  superficial  epithelium  in  every  direction, 
showing  a  typical  epitheliomatous  formation,  except  that 
there  were  no  regular  cell-nests,  although  there  seemed  to 
be  here  and  there  attempts  at  their  formation.  This  is 
not  unusual  in  an  epithelioma  growing  from  a  mucous 
surface. 

In  some  of  the  trabeculae  and  in  the  connective  tissue 
were  masses  of  material  which  stained  very  deeply,  in 
which  nuclei  could  occasionally  be  made  out.  Those  in  the 
connective  tissue  somewhat  resembled  tubercular  growths. 
This  appeared  to  have  nothing  in  common  with  the  carci- 
nomatous growth. 

Specimen  Removed  September  15,  1908.  This  growth 
showed  less  of  the  carcinomatous  change  than  either  of  the 
others  examined.  Sections  did  not  show  a  complete  circle 
of  superficial  epithelium,  but  the  latter  was  in  parts  the 
same  as  one  side  in  the  former  specimen — thickened  epithe- 
lium with  here  and  there  trabeculae,  but  not  many.  There 
were  many  patches  of  normal  tissue  containing  non-striped 
muscle,  as  found  in  the  normal  urethra.  There  was  also 
a  mass  of  capillary  bloodvessels,  such  as  forms  normal 
erectile  tissue.  The  superficial  epithelium  is  much  thicker 
in  places  than  in  the  last  specimen,  and  the  cells  are  quite 
different,  resembling  those  found  in  epithelioma  of  the 
inside  of  the  cheek.  The  cells  were  large  and  the  nuclei 
very  small. 
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Studying  these  growths  consecutively  it  would  seem 
that  the  malignant  influence  has  been  gradually  weak- 
ened. It  is  an  interesting  point  that  the  carcinomatous 
change  first  appears  in  a  secreting  cell  of  the  lowest  order 
and  then  passes  to  a  cell  without  secreting  power,  but 
protective  in  nature,  and  then  gradually  dies  out. 

Primary  carcinoma  of  the  female  urethra  is  among  the 
rarest  of  malignant  manifestations,  although  the  looseness 
with  which  the  condition  has  been  reported  in  the  past  has 
given  rise  to  an  erroneous  impression  that  it  is  not  of 
such  infrequent  occurrence.  The  publication  of  Ehren- 
dorfer's  article  ^  in  1889  did  much  to  direct  especial  atten- 
tion to  the  subject,  and  has  led  to  more  careful  investiga- 
tion and  a  greater  accuracy  in  the  detailing  of  cases — but 
still  leaves  much  to  be  desired. 

As  pointed  out  by  Karaki,^  only  those  instances  should 
be  considered  as  primary  cancer  of  the  urethra  in  which 
the  growth  takes  its  origin  in  the  mucosa  or  glandular 
tissue  of  the  tube,  while  involvement  of  the  part  by  exten- 
sion of  the  disease  from  contiguous  structures  or  neighbor- 
ing organs,  as  under  other  circumstances,  should  be 
regarded  as  secondary  only.  The  confusion  created  by 
inaccuracy  in  details  in  many  hitherto  reported  cases 
makes  any  attempt  at  absolute  correctness  in  statistics 
impossible,  but,  taking  only  such  cases  as  have  been  con- 
clusively shown  to  be  strictly  urethral  in  origin,  the 
number  of  instances  of  primary  cancer  of  the  urethra  in 
comparison  to  cancer  developing  in  other  portions  of  the 
body  is  surprisingly  small,  and  prompts  the  query  as  to 
why  a  part  so  exposed  to  insults  and  injury — if  these 
have  to  do  in  any  way  with  the  etiology  of  cancer  in 

'Archiv  fiir  Gynaekologie,  Bd.  58,  p.  463,  1899. 
2  Zeitschrift  fiir  Gebrutschiilfe  und  Gynakologie,  Bd.   61,  p. 
151,  1907. 
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general — is    so    comparatively    exempt    from    malignant 
degeneration. 

A  careful  search  of  the  literature  to  1910  gives  the 
reports  of  but  35  cases,  including  my  own,  of  primary 
cancer  of  the  female  urethra. 


II.    A  CASE  OF  HEMATOMA  OF  THE  BKOAD  LIGAMENT 
EECUKRING  WITH   PREGNANCY. 

Mrs.  B.,  aged  28  years,  a  small,  nervous  blonde,  the 
mother  of  one  child  born  four  years  ago,  as  the  result  of 
self-experimentation  with  drugs,  miscarriage  of  a  three 
months'  fetus  in  May,  1909.  The  hemorrhage  at  the 
delivery  was  so  severe  as  to  excite  alarm,  and  curettage 
was  considered  as  a  means  of  arresting  the  flow.  The 
bleeding  was  finally  checked,  however,  and  the  patient 
made  a  slow  but  satisfactory  convalescence.  At  the  time 
of  the  abortion  the  attending  physician,  Dr.  George 
Duffield,  discovered  what  was  thought  to  be  a  small  fibroid 
in  the  right  horn  of  the  uterus.  The  growth  could  be 
definitely  mapped  out  and  was  supposed  to  be  a  possible 
factor  in  determining  the  hemorrhage. 

Incidentally  it  may  be  here  mentioned  that  the  patient, 
never  before  having  gone  through  an  abortion,  and  having 
heard  that  exercise  was  conducive  to  the  throwing  off  of 
the  products,  as  soon  as  the  flow  began  walked  the  room 
until  exhausted,  occasionally  varying  her  activities  by 
jumping  from  a  chair. 

Examined  some  months  later  the  supposed  fibroid  could 
not  be  found,  and  it  was  thought  to  have  disappeared 
during  the  process  of  uterine  involution. 

When  seen  in  consultation  the  latter  part  of  December, 
1909,  the  patient  had  been  ailing  for  some  time  with 
obscure  pelvic  pains,  a  sensation  of  weight  in  the  hypo- 
gastrium,   an  occasional   gastric  upset,    and   a   somewhat 
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persistent  vertex  headache.  Menstruation,  which  had 
formerly  taken  place  every  three  weeks,  had  more  recently 
occurred  every  twenty-eight  days  up  to  the  last  period, 
which  she  had  skipped.  The  preceding  two  flows  had 
been  excessive,  were  described  as  "hemorrhage,"  and  had 
left  the  patient  somewhat  prostrated. 

When  examined,  the  uterus  was  found  to  be  slightly 
enlarged,  soft,  and  tender,  resembling  a  subinvoluted 
organ.  The  cervix  was  small,  short,  and  hard.  From  the 
right  uterine  horn  there  projected  a  smooth,  hard  mass 
the  size  of  a  pullet's  egg,  the  general  feel  of  which  seemed 
unmistakable.  A  diagnosis  of  cornual  fibroid  was  made 
and  operation  for  its  removal  advised.  While  because  of 
the  increased  size  of  the  uterus  the  presence  of  pregnancy 
could  not  be  positively  excluded,  the  absence  of  other 
signs  and  symptoms,  excepting  the  one-missed  menstrua- 
tion, rendered  this  improbable,  or,  if  present,  not  advanced 
beyond  the  sixth  week.  Both  the  husband  and  the  patient 
declared  gestation  impossible.  So  apparently  clear  was 
the  diagnosis  that  no  further  examination  was  made  before 
operation. 

A  little  more  than  two  weeks  later,  on  January  13th,  at 
Harper  Hospital,  the  abdomen  was  opened  by  a  short 
median  incision.  The  uterus  was  enlarged  to  about  two 
and  a  half  months'  pregnancy,  but  absolutely  no  trace  of  a 
fibroid  was  to  be  found.  In  the  right  broad  ligament, 
however,  was  a  hematoma  the  size  of  an  English  walnut 
situated  close  to  the  side  of  the  uterus  between  the  folds 
of  the  peritoneum.  The  general  appearance  of  the  tumor 
was  that  of  one  undergoing  absorption,  although  the  mass 
was  still  immovable  and  hard  to  the  touch.  The  pelvis 
was  otherwise  free. 

A  scrutiny  of  the  case  shows  that  a  tumor  simulating  a 
fibroid  was  discovered  in  two  succeeding  pregnancies ;  that 
it  disappeared  following  the  first  abortion  and  was  not 
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again  discovered  until  the  patient  had  become  pregnant 
for  the  third  time.  Explanation  of  the  occurrence  of  the 
phenomena  must  be  purely  conjectural.  It  is  possible  that 
the  origin  of  the  first  hematoma  was  due  to  the  excessive 
activity  of  the  patient  at  the  onset  of  the  abortion  and 
that  the  affected  vessel  had  become  varicose  or  so  weakened 
that  under  the  stimulation  of  the  subsequent  pregnancy 
and  the  augmented  blood  supply  to  the  pelvic  viscera  the 
vessel  had  again  given  way  and  hemorrhage  ensued. 

It  is  a  well-known  fact  that  intraligamentary  hematoma 
differ  very  markedly  from  such  conditions  occurring  extra- 
peritoneally.  Soon  after  escape  the  circumscribed  blood 
mass  becomes  rounded  and  hard  on  palpation,  and  in  the 
absence  of  special  symptoms  pointing  to  hemorrhage,  as 
in  the  present  instance,  may  readily  be  mistaken  for  a 
fibroid  growth. 

A  somewhat  careful  search  of  the  literature  fails  to 
reveal  the  report  of  a  similar  instance  to  that  just  detailed. 

III.    A   CASE    OF    FIBEOID    OF    THE    OVAKIAN    LIGAMENT. 

The  history  of  this  case  is  meagre. 

C.  A.  F.,  an  inmate  of  the  Eastern  Michigan  Asylum, 
aged  47  years,  married,  Il-para,  and  has  never  aborted. 
Menstruation  began  at  12,  and  is  said  to  have  been  regular 
and  normal.  At  times  she  complains  of  severe  pelvic 
pains,  numbness,  and  loss  of  consciousness.  To  determine 
the  cause  of  the  pelvic  symptoms  an  examination  was 
made,  and  a  solid,  immovable  mass  the  size  of  a  small 
orange  was  discovered  at  the  right  of  the  uterus,  somewhat 
separated  from  the  latter  and  apparently  situated  in  the 
broad  ligament.  The  growth  was  diagnosed  as  intraliga- 
mentous, but  its  nature  could  not  be  determined.  There 
were  also  a  cervical  polypus  as  large  as  a  small  plum,  a 
bilateral  laceration  of  the  neck,  and  a  tear  of  the  perineum 
involving  the  upper  portion  of  the  muscles. 

Gyn  Soo  2 
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On  iN'ovember  14,  1909,  tlie  polypus  was  removed  and 
the  cervical  and  perineal  defects  repaired.  Tlie  abdomen 
was  then  opened,  and  a  tumor  5  inches  by  3  inches  found 
on  the  right  side  attached  to  the  broad  ligament  by  a 
pedicle  so  narrow  as  to  give  it  the  appearance  of  being 
sessile.  The  growth  lay  below  and  in  front  of  the  ovary; 
and  as  no  trace  of  the  ligament  of  the  latter  could  be 
found,  it  had  evidently  become  incorporated  in  the  new 
growth.  When  removed  the  tumor  presented  a  white  and 
glistening  appearance  and  was  firm  to  the  touch.  The 
ovary  of  this  side  was  cirrhotic.  On  the  left  side  the 
Fallopian  tube  was  congested  and  the  ovary  was  small. 
The  appendix  vermiformis  was  very  long  and  showed 
signs  of  previous  inflammation. 

The  specimen  was  examined  by  Dr.  Heneage  Gibbes, 
who  reported  as  follows : 

Sections  were  made  from  four  different  parts  of  the 
growth  and  were  found  to  be  practically  the  same.  The 
appearance  presented  was  that  of  a  mass  of  young  con- 
nective-tissue cells  arranged  densely  at  the  periphery  and 
more  loosely  in  the  interior.  The  cells  were  the  same 
throughout,  but  in  some  parts  they  resembled  embryonic 
fibrous  tissue;  the  cells  themselves  were  fusiform  without 
any  appreciable  interstitial  tissue.  The  impression  given 
was  that  of  a  rapidly  growing  fibroid  tumor.  The  most 
striking  feature  of  the  growth  was  the  great  number  of 
bloodvessels,  which  varied  in  size  and  were  all  distended 
with  blood. 

The  only  reference  to  the  occurrence  of  fibroids  of  the 
ovarian  ligament  which  I  have  been  able  to  find  are  the 
two  cases  reported  by  Doran  ^  in  1896.  In  both  of  these 
cystic  cavities  existed. 

'  Transactions  of  the  London  Obstetrical  Society,  Vol,  38,  p. 
189,  1896. 
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Dr.  Reuben  Peterson. — I  have  had  two  cases  of  this 
rare  affection,  one  of  which  I  have  previously  reported. 
The  patient  was  a  woman  on  whom  I  operated  five  or  six 
years  ago.  She  had  a  carcinoma  of  the  meatus  which 
extended  up  into  the  urethra  about  half  an  inch.  I  removed 
this  so  radically  that  the  woman  had  incontinence,  with 
subsequent  prolapse  of  the  bladder  mucosa  through  the 
remnant  of  the  urethra.  She  complained  so  bitterly  of  this, 
that  I  sewed  up  the  opening  and  made  one  from  the  bladder 
into  the  vagina.  I  then  made  an  opening  into  the  rectum 
and  did  a  colpocleisis.  I  reported  this  case  at  a  meeting  of 
the  American  Medical  Association  at  the  1906  meeting,  but 
do  so  again  in  order  to  give  the  subsequent  history  of  the 
patient.  The  woman  has  passed  her  urine  through  the 
rectum  ever  since,  and  today  is  as  well  and  contented  as  one 
can  be  in  that  condition.  I  examined  the  urine  two  and  a 
half  years  ago,  and  she  has  no  ascending  pyelonephritis, 
which  is  interesting  because  it  has  been  contended  that  where 
this  communication  with  the  rectum  is  made,  pyelonephritis 
will  take  place  just  as  is  the  case  where  the  ureters  are 
implanted  into  the  rectum. 

The  second  case  of  primary  carcinoma  of  the  urethra  I  met 
with  about  a  year  ago.  When  I  saw  the  case  it  looked  like 
a  urethral  caruncle.  However,  microscopical  examination 
showed  it  to  be  a  primary  carcinoma.  In  this  case  I  removed 
about  one-third  of  the  urethra,  and  there  has  been  no  return 
of  the  disease  up  to  date. 

I  was  surprised  to  hear  that  thirty-five  cases  of  primary 
carcinoma  of  the  urethra  have  been  reported.  Percy,  who 
comparatively  recently  went  over  the  literature  carefully, 
eliminated  the  number  down  to  less  than  a  dozen.  It  is 
difficult,  as  Dr.  Manton  has  pointed  out,  to  determine  in 
certain  cases,  when  they  come  under  observation,  whether  the 
carcinoma  is  primary  in  the  urethra  or  is  due  to  extension. 
Each  case  has  to  be  scrutinized  very  carefully  in  this  regard. 

Dr.  Clement  Cleveland. — Dr.  Peterson's  case  was  most 
unique  and  interesting.  I  have  had  two  cases  of  primary 
cancer  of  the  meatus,  on  one  of  which  I  did  a  radical  oper- 
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ation,  but  the  disease  returned  later.  The  second  case  was 
more  extensive,  and  I  used  the  actual  cautery.  I  believe 
the  use  of  the  actual  cautery  is  as  permanent  a  means  of 
relief  of  such  conditions  when  surgery  is  of  little  avail.  But 
I  merely  rise  now  to  speak  of  the  use  of  radium.  I  have  seen 
such  positive  results  from  it  in  the  hands  of  Dr.  Abbe,  of 
New  York,  not  only  in  cases  of  cancer  in  the  vagina,  the  face, 
the  lip,  the  gum,  the  nose,  and  the  ear,  that  I  believe  its 
application  to  cancer  of  the  urethra  would  be  of  great 
benefit.  The  results  achieved  by  Dr.  Abbe  cannot  be  gain- 
said. I  have  seen  his  plaster  casts  of  the  original  condition, 
and  then  plaster  casts  after  the  cure,  or  after  the  patients 
have  been  relieved  of  their  troubles.  Of  course  it  requires 
a  great  deal  of  money  to  have  a  sufficient  amount  of  radium 
to  use  in  such  cases.  I  think  Dr.  Abbe  has  expended  twenty 
thousand  dollars  for  radium ;  but  the  results  from  its  use  are 
marvellous.  One  can  hardly  believe  them,  but  the  results 
in  such  cases  as  I  have  seen  have  been  so  gratifying  that  I 
feel  very  positive  that  if  radium  was  used  in  cases  of  cancer 
of  the  urethra,  we  would  see  as  good  results  from  it  as  we 
now  see  in  cases  of  cancer  of  the  lip,  the  nose,  or  the  ear. 

Dr.  J.  Riddle  Goffe. — I  would  hke  to  ask  Dr.  Peterson 
whether  he  used  the  actual  cautery  in  the  removal  of  the 
growths  in  his  cases? 

Dr.  Peterson. — I  did  not. 

Dr.  Goffe  (resuming). — I  have  had  one  remarkable 
case  of  primaiy  carcinoma  of  the  urethra.  This  was  a 
number  of  years  ago.  The  woman  gave  a  history  of  having 
been  operated  upon  by  William  T.  Lusk  six  years  before. 
Dr.  Lusk  told  her  at  that  time  that  she  had  cancer  and  that 
he  did  not  dare  remove  it ;  that  he  would  make  a  button-hole 
in  the  urethra  to  save  it  from  irritation,  and  told  her  that 
was  the  best  he  could  do  for  her.  That  was  the  history  the 
woman  gave  me.  For  six  years  she  was  comparatively 
comfortable,  and  had  control  of  her  urine,  passing  it  through 
the  button-hole  in  the  urethra.  At  the  time  she  came  to 
me  there  was  a  cauliflower  excrescence  protruding  from 
the  meatus,  which  was  exquisitely  sensitive,  of  a  bright 
cherry-red  color,  and  the  source  of  constant  pain,  giving 
the  symptoms  described  by  Dr.  Manton.  I  felt  probably 
she  had  received  all  the  benefit  which  could  come  from  the 
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treatment  given  by  Dr.  Lusk,  and  that  the  time  had  arrived 
for  some  radical  work  if  she  was  to  be  benefited.  Therefore, 
with  the  cautery  I  removed  all  of  the  urethra  and  the  sur- 
rounding tissue  from  the  posterior  angle  of  the  urethra, 
taking  away  all  but  one-quarter,  or  a  small  bit,  of  the  urethra 
at  the  neck  of  the  bladder.  She  made  a  comfortable  recovery 
from  this  interference,  but  inside  of  a  year  the  disease 
returned  with  the  greatest  rapidity,  so  that  it  involved  all 
the  surrounding  structures  and  evidently  became  constitu- 
tional; she  died  with  great  suffering  about  a  year  after  the 
procedure  I  had  instituted.  Of  course,  this  experience 
has  given  me  great  respect  for  malignant  trouble  in  this 
location  and  a  shrinking  from  radical  interferences,  and  I 
congratulate  Dr.  Peterson  on  having  obtained  such  excellent 
results  in  his  two  cases. 

Acting  on  Dr.  Lusk's  suggestion  as  implied  in  the  history 
of  my  case,  I  resorted  to  that  palliative  procedure  in  a  case 
two  years  ago,  with  most  favorable  results  up  to  the  present 
time. 

Dr.  Frederick  J.  Taussig. — These  cases  of  primary 
carcinoma  of  the  urethra  are  so  rare  that  I  feel  justified 
in  reporting  another  that  occurred  in  the  practice  of  Dr. 
Crossen  and  myself.  This  case  was  particularly  interesting, 
because  the  woman  was  kept  under  observation  for  a  long 
time.  I  saw  her  in  1900,  and  at  that  time  there  was  a  car- 
uncle, chronic  urethritis,  a  retroverted  uterus,  and  a  relaxed 
pelvic  floor.  I  operated  on  her  for  the  relief  of  the  retro- 
version, and  for  the  relaxation  of  the  pelvic  floor,  but  did 
nothing  further  to  the  urethra.  Three  years  later  the  patient 
returned  with  a  history  of  having  had  a  bloody  discharge 
for  three  weeks.  She  had  been  examined  two  months  pre- 
viously by  an  experienced  man,  and  nothing  had  been 
detected  so  far  as  the  urethra  was  concerned.  Dr.  Crossen 
and  I  found  an  infiltrating  cancer  involving  the  lower  part 
of  the  urethra,  and  an  operation  was  done  which  consisted 
of  removing  the  entire  urethra  to  the  point  of  entrance  in 
the  bladder,  putting  a  pursestring  suture  around  the  opening 
that  was  left  in  the  bladder  so  as  to  strengthen  the  muscular 
tissue  there,  and  then,  as  a  further  precaution,  removing  the 
external  inguinal  glands  on  both  sides,  although  there  was  no 
glandular  enlargement  at  the  time.    The  patient  made  a  good 
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recovery  from  the  operation,  and  mechanically  it  is  of  interest 
in  this  case  that  the  repair  of  the  pelvic  fioor,  ^dth  the  strong 
effect  of  the  levator  ani  muscle,  was  sufficient  to  prevent 
any  urinary  incontinence.  This  could  be  prettily  demon- 
strated mechanically  by  the  fact  that  when  a  posterior 
retractor  was  introduced,  and  traction  was  used  to  bring 
the  levator  ani  muscle  out  of  play,  there  was  slight  partial 
incontinence.  The  woman  was  kept  under  obser\^ation  for 
nine  months,  and  then  small  nodules  were  noticed  in  the 
inguinal  region,  and  also  about  the  internal  iliac  vessels,  or 
the  triangle  between  the  external  and  internal  iliac  vessels. 
A  second  operation  was  done,  which  consisted  in  removing 
these  affected  glands,  although  difficulty  was  experienced 
in  removing  those  about  the  iliac  vessels  on  account  of 
adhesions.  One  year  and  a  half  after  the  primary  operation 
the  patient  returned  with  a  recurrence  in  both  inguinal 
regions  and  higher  up  about  the  aorta.  She  was  kept  at  the 
Skin  Cancer  Hospital  for  two  or  three  months  under  trypsin 
treatment,  which  at  that  time  seemed  to  offer  a  possible 
excuse  for  its  use,  but  with  no  benefit.  The  patient  died, 
and  at  autopsy  the  point  of  interest  was  that  there  was 
absolutely  no  recurrence  of  the  disease  at  the  primary  site. 
The  tissue  about  the  urethra  and  bladder  was  absolutely  free 
from  carcinoma.  The  involvement  was  not  merely  along 
the  lymphatics,  but  the  disease  involved  the  liver  and  the 
spleen  as  well. 

Dr.  Seth  C.  Gordon. — I  want  to  add  one  more  case  to 
those  reported  here  today.  The  patient  was  a  woman,  aged 
seventy  years,  who  had  a  growth  in  her  urethra  for  nearly  a 
a  year.  Previous  to  her  coming  under  my^care  she  had  been 
treated  by  caustics  for  six  or  eight  months.  When  I  saw 
her  she  had  a  fundus  growiih  as  large  as  a  walnut  which  bled 
on  touch.  I  removed  the  tumor,  as  Dr.  Manton  did  in  his 
case,  taking  away  three-quarters  of  an  inch  of  the  urethra, 
bringing  the  remainder  down  and  attaching  it.  This  opera- 
tion was  done  four  years  ago.  The  woman  is  still  well  and 
has  had  no  return  of  the  disease.  Microscopic  examination 
showed  it  to  be  carcinoma. 

Dr.  Hiram  N.  Vixeberg. — I  would  like  to  add  another 
case  to  those  that  have  already  been  reported.  I  had  a  case 
some  years  ago  of  primary  carcinoma  which  involved  the 
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anterior  third  of  the  urethra.  I  did  a  thorough  operation, 
went  close  to  the  vesical  sphincter,  and  as  the  result  there 
was  slight  incontinence.  Prior  to  the  operation  the  woman 
had  no  symptoms  of  pain  or  hemorrhage.  In  this  instance 
the  microscopic  examination  was  made  of  the  tissues  removed 
by  a  thoroughly  competent  man,  and  it  proved  to  be  car- 
cinoma. I  did  a  plastic  on  this  case  some  time  afterwards,  and 
found  in  trying  to  build  up  an  artificial  urethra  and  bringing 
the  stump  of  the  urethra  forward  it  was  only  partially 
successful.  The  woman  could  retain  her  urine  while  in  bed 
for  an  hour  or  so.  She  was  kept  under  observation  for  three 
years,  and  during  that  time  there  was  no  recurrence.  This 
was  some  years  ago,  and  I  have  not  heard  from  her  since. 

I  am  surprised  that  there  have  been  so  many  cases  of 
primary  carcinoma  of  the  urethra  reported,  because  at  the 
time  I  speak  of  I  could  find  only  eleven  cases  in  the  literature. 
Dr.  Henry  T.  Byford. — I  have  had  one  case  of  primary 
carcinoma  of  the  urethra,  and  nearly  every  man  here  reports 
one  or  two  cases.  I  think  we  will  have  to  revise  our  records 
in  regard  to  the  rarity  of  the  disease. 

Dr.  Francis  H.  Davenport.— This  subject  is  rather 
interesting  on  account  of  the  variety  of  treatments  which 
these  patients  have  received.  I  recall  the  case  of  a  woman 
who  had  been  under  the  care  of  a  female  practitioner,  who 
had  tried  injections  of  serum  for  carcinoma  of  the  urethra 
and  with  some  comfort  to  the  patient,  but  there  was  not  an 
arrest  of  the  disease.  When  I  saw  her  nearly  one-quarter 
of  the  urethra  was  involved,  so  much  so  that  it  seemed 
absolutely  impossible  to  remove  everything  radically.  In 
that  case  radium  was  tried  for  several  months,  but  not  as 
thoroughly  as  the  surgeon  would  like  to  have  tried  it,  owing 
to  the  fact  that  it  could  not  be  applied  in  the  urethra  itself 
on  account  of  severe  pain,  but  only  externally  from  the 
vaginal  side.  Finally,  the  growth  became  so  large  that  there 
was  retention  of  urine,  and  a  suprapubic  fistula  had  to  be 
made,  which  relieved  her  of  the  immediate  symptoms,  but 
within  three  months  after  that  she  died  from  exhaustion. 

Dr.  I.  S.  Stone.— I  think,  next  to  the  report  of  the  in- 
dividual cases,  we  ought  to  know  something  about  how 
widely  our  excision  should  extend,  or  how  far  the  malignant 
process  extends,  when  we  begin  to  operate  in  these  early 
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manifestations  of  carcinoma.  I  think  Dr.  Taussig  men- 
tioned that  recurrence  in  his  case  occurred  at  quite  a  little 
distance  from  the  beginning  of  the  primary  lesion.  It  not 
that  so  ? 

Dr.  Taussig. — Yes,  sir. 

Dr.  Stone. — That  has  occurred  in  all  the  cases  upon 
which  I  have  operated.  We  get  rid  of  the  immediate  growth 
in  that  vicinitj^,  and  yet  at  the  end  of  the  excision,  or  the 
point  to  which  we  have  extended  the  dissection  as  thor- 
oughly as  possible,  is  where  the  recurrence  begins,  and  the 
pathological  process  probably  extended  three  or  four  inches 
farther  than  we  had  thought. 

Dr.  Joseph  Brettauer. — I  desire  to  saj^  a  few  words  in 
the  further  discussion  of  this  subject.  I  have  repeatedly 
seen  cases  which  were  diagnosticated  as  carcinoma  of  the 
urethra,  but  which  turned  out  to  be  nothing  but  caruncle 
of  the  urethra,  as  proved  by  microscopic  examination.  How- 
ever, it  is  very  difhcult  at  times  to  make  a  prompt  decision 
as  to  whether  the  disease  is  benign  or  malignant.  I  should 
not  be  astonished  if  the  increase  in  cases  of  this  kind  was  due 
to  the  improvement  in  our  microscopic  examinations  and 
our  technique  in  the  study  of  these  cases  histologically.  The 
border-line  between  benign  caruncle  of  the  urethra  and 
beginning  malignant  growth  is  just  as  difficult  to  draw  as 
between  erosions  of  the  cervical  portion  of  the  uterus  and 
incipient  malignant  disease. 

With  reference  to  the  case  operated  on  by  Dr.  Gordon, 
I  would  say  that  in  old  persons  the  tendency  to  recurrence 
of  malignant  disease  is  very  slight. 

Dr.  Edward  Duer. — I  am  rather  surprised  to  find  that 
in  this  discussion  no  mention  has  been  made  to  any  treat- 
ment other  than  operative.  As  Dr.  Stone  has  suggested,  I 
have  seen  many  cases  of  this  kind,  and  they  have  generally 
terminated  in  the  way  he  mentioned,  namely,  fatally.  But  I 
wish  to  refer  to  one  exceptional  case.  I  know  it  takes  a  great 
many  swallows  to  make  a  summer.  This  case  came  under 
my  observation  four  years  ago  this  month.  I  operated  on 
the  patient  for  the  removal  of  a  carcinoma  of  the  urethra 
extending  quite  well  into  the  end  of  the  vagina.  It  was 
very  large.  It  was  difficult  to  operate  on  this  case  without 
enlarging  the  opening  nearly  into  the  rectum,  which  I  did, 
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and  then  sewed  the  parts  up  and  the  wound  healed.  But  a 
short  time  after  the  operation  the  condition  returned,  and 
I  had  the  x-ray  appHed,  so  far  as  it  was  appHcable  to  the 
external  parts,  but  in  the  course  of  a  few  weeks  following 
the  return  of  the  disease  we  used  radium.  We  began  with 
a  rather  weak  preparation,  and  it  seemed  to  have  had  no 
impression;  but  we  then  increased  the  strength  of  it  a  hundred 
per  cent.,  and  after  the  use  of  the  radium,  which  was  higher 
in  the  application  than  with  the  a;-ray,  the  patient  began  to 
improve  and  continued  to  do  so,  and  from  having  been  con- 
fined to  bed  for  nearly  a  year,  so  that  she  had  to  be  carried 
to  the  country  and  could  not  walk,  she  is  now  living  in 
Germantown,  is  able  to  ride  in  her  carriage,  goes  shopping, 
and  seemingly  she  is  perfectly  well  so  far  as  the  last  exami- 
nation shows. 

Dr.  Manton  (closing). — I  have  very  little  to  add  except 
to  say  that  when  I  began  looking  up  the  literature  of  the 
subject  I  thought  the  condition  was  rare,  but  after  finding 
so  many  cases  I  was  of  the  same  opinion  as  Dr.  Byford,  and 
came  to  the  conclusion  that  cancer  of  the  female  urethra  is 
a  rather  common  condition.  The  only  point  I  would  make 
would  be  as  to  whether  all  the  cases  reported  are  really 
primary  carcinoma  of  the  urethra.  There  are  a  great  many 
cases  of  periurethral  carcinoma  that  are  mistaken  for 
urethral  malignancy,  and  it  is  a  question  whether  some  of 
the  cases  reported  do  not  really  belong  to  this  class. 

I  have  nothing  further  to  add  except  to  thank  the  members 
who  have  discussed  my  paper. 


BILATEEAL  TUBAL  PEEGNANCY. 

By  Palmer  Findley,  M.  D., 
Omaha,  Neb, 


A  REVIEW  of  the  literature  on  ectopic  gestation  discloses 
the  record  of  a  large  number  of  cases  in  which  pregnancy 
has  recurred  in  the  same  tube  or  in  the  opposite  tube. 
Almost  as  frequent  are  the  references  to  combined  tubal 
pregnancy  and  uterine  pregnancy.  Several  cases  of  twin 
pregnancy  in  a  single  tube  and  one  of  triplets  are 
recorded.  I  have  been  able  to  find  records  of  twenty-eight 
cases  of  bilateral  tubal  pregnancy,  but  in  the  majority  of 
these  cases  the  proofs  are  by  no  means  conclusive. 

Bland  Sutton  quotes  Parry  as  follows:  "Twin  concep- 
tions are  much  more  frequent  in  extra-uterine  than  they 
are  in  normal  gestation  (four  to  one).  It  is  a  striking 
fact,  however,  that  both  children  are  rarely  developed  in 
the  same  locality.  In  a  large  majority  of  these  tubal  con- 
ceptions one  ovum  finds  its  way  into  the  interior  of  the 
uterus,  while  the  other  is  arrested  at  some  point  in  its 
descent.  This  fact  has  led  Professor  Barnes  to  believe 
that  twin  conception  is  one  cause  of  extra-uterine  preg- 
nancy."   Sutton  fails  to  concur  in  the  views  of  Parry. 

In  reviewing  the  reports  of  cases  of  bilateral  tubal 
pregnancy,  it  is  evident  that  in  some  the  products  of  con- 
ception were  of  simultaneous  development;  in  others  it  is 
equally  clear  that  the  development  of  the  two  ova  were  not 
of  the  same  period  and  in  the  majority  of  cases  there  was 
no  conclusive  evidence  on  this  point. 

Of   the    twenty-eight    cases    reported    as    examples    of 
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bilateral  tubal  pregnancy,  but  eight  are  unquestioned.  Of 
the  twenty  eases  of  doubtful  identity,  the  clinical  diagnosis 
was  not  supported  by  the  macroscopic  and  microscopic 
findings  of  fetal  structures  in  the  two  tubes. 

Following  are  brief  abstracts  of  the  confirmed  cases: 

Case  1  (Frederick). — Multipara,  aged  thirty-eight 
years.  All  the  clinical  manifestations  of  extra-uterine 
pregnancy  present  ten  days  prior  to  oj3eration.  Abdominal 
section:  clotted  blood  in  large  quantities  filled  the  pelvic 
cavity.  Both  tubes  were  ruptured  and  the  seat  of  hem- 
orrhage. JSTo  record  of  microscopical  findings.  'No  men- 
tion of  presence  or  absence  of  corpus  luteum. 

Case  2  (Kristenus). — Aged  thirty  years,  V-para.  Last 
birth  November  25,  1901,  followed  by  leucorrhea.  Last 
menstruation  March  1,  1902.  Last  of  April,  1902,  bleed- 
ing from  uterus  five  days  with  expulsion  of  membrane. 
Return  of  hemorrhage  May  12th,  lasting  several  days. 
May  21st  had  return  of  symptoms  of  hemorrhage  with 
shock.  Treated  conservatively.  Recovery  from  depression. 
Sent  to  clinic  for  backache  later.  Arrived  at  hospital  in 
shock  June  1,  1902.  Immediate  operation.  Free  blood 
found  in  abdominal  cavity.  Right  tube  in  process  of  tubal 
abortion,  fetal  villi  found  in  tube.  Right  ovary:  several 
old  corpora  lutea,  no  new  ones.  Left  tube  smaller  than 
right,  ruptured.  At  ostium  Langhans'  and  syncytial  cells 
found;  no  villi,  no  fetus,  no  fresh  corpus  luteum  in  left 
ovary.  Old  hematocele.  Diagnosis :  bilateral  tubal  abor- 
tion, secondary  rupture  of  left  tube.    Recovery. 

Case  3  (Labhardt). — Liquid  and  clotted  blood  in  large 
quantities  in  abdominal  cavity.  Blood  coagulum  and  fetal 
membranes  distended  the  abdominal  end  of  right  tube  to 
size  of  pigeon  egg.  Left  tube  distended  in  like  manner 
with  rupture  at  the  abdominal  end.  Corpus  luteum  in 
either  ovary.  Microscopic  examination  of  tubes  demon- 
strated fetal  tissue  in  either  tube. 
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Case  4  (JSToble). — V-para.  Two  soft  tumors,  one  on 
either  side  of  uterus.  Abdominal  section:  free  blood  in 
the  abdominal  cavity.  Right  tube  ruptured,  fetus  of 
about  ten  weeks'  development  found  embedded  in  a  blood 
coagulum  in  the  pelvic  cavity.  Rent  in  left  tube  through 
which  chorionic  villi  protruded. 

Case  5  (Weinlechner). — Right  tube  distended  with 
blood  in  outer  half  to  size  of  a  small  apple.  Rent  in  tube  at 
outer  end.  Outer  end  of  left  tube  somewhat  smaller  and 
contained  a  blood  coagulum.  Corpus  luteum  in  either 
ovary. 

Case  6  (Werth). — Abdominal  section:  blood  clots  in 
pelvic  cavity.  Ampulla  portion  of  right  tube  the  size  of  a 
goose  egg,  containing  an  embryo  3.2  cm.  long  enveloped 
in  its  membranes.  Left  tube  contained  a  blood  coagulum 
and  beneath  it  was  a  shrunken  embryo.  Fresh  corpus 
luteum  in  either  ovary. 

Case  7  (Walter). — Aged  twenty-nine  years,  V-para. 
Abdominal  section:  blood  in  pelvic  cavity.  Fetus  6  cm. 
long  found  in  left  tube.  Chorionic  villi  and  small  mole  in 
right  tube.  Walter  believes  the  two  pregnancies  were 
simultaneous.  Right  salpingoophorectomy,  left  salping- 
ectomy.   No  mention  of  presence  of  corpus  luteum. 

Case  8  (Robins). — Aged  thirty-five  years,  IV-para. 
Clinical  evidences  of  a  ruptured  tubal  pregnancy.  Abdom- 
inal section  six  weeks  after  rupture.  In  left  tube  was  a 
small  fetus  and  blood  coagulum  (tubal  mole) ;  no  rup- 
ture. Right  tube  ruptured  in  central  portion.  Blood 
mole  lying  behind  tube,  having  escaped  from  rent  in  tube. 
No  mention  of  corpus  luteum  in  either  ovary.  No  micro- 
scopic record. 

To  the  eight  undoubted  cases  of  bilateral  tubal  preg- 
nancy, I  would  add  the  following : 

Mrs.  X.,  aged  twenty-three  years,  I-para,  was  re- 
ferred to  me  by  Dr.  Kerr,  of  Anderson,  Iowa.     Prior  to 
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her  present  illness  her  health  had  been  good,  with  the 
exception  of  painful  menstruations  and  backache.  Her 
menstrual  periods  had  been  regular  up  to  March  14,  1909. 
She  then  went  over  her  time  one  week,  and  on  March  21st 
she  began  to  flow  freely.  The  hemorrhage  was  associated 
with  pain  throughout  the  pelvis.  Three  weeks  later  a 
large  blood  clot  was  passed ;  this  was  not  seen  by  her  phy- 
sician, but  was  believed  to  be  a  uterine  mole.  The  bleeding 
from  the  uterus  continued  at  intervals  throughout  the  six 
weeks  following  the  initial  hemorrhage.  At  the  end  of 
the  fourth  week  the  pelvic  pains  increased  and  the  tem- 
ture  reached  102°  F.  From  this  date  to  the  time  I  saw 
her  the  temperature  ranged  from  99°  to  102°  F. ;  the  pelvic 
distress  increased  and  the  pulse  ranged  from  100  to  120. 
Two  days  before  my  visit  the  abdomen  became  dis- 
tended, there  was  generalized  tenderness  over  the  abdo- 
men, obstipation,  and  nausea.  May  8th  I  found  her  with 
a  pulse  ranging  from  120  to  140,  there  was  general 
abdominal  distention,  rigidity  of  the  abdominal  muscles, 
nausea,  constipation,  and  a  temperature  of  101.2°  F.  A 
boggy  mass  filled  the  pelvis.  The  uterus  was  but  little 
enlarged  and  was  crowded  forward  by  a  mass  in  the  cul- 
de-sac. 

The  diagnosis  of  a  ruptured  tubal  pregnancy  was  made, 
but  I  could  not  satisfy  myself  as  to  which  tube  had  rup- 
tured because  the  pain  appeared  simultaneously  on  either 
side  and  the  mass  filled  the  pelvis  on  either  side  and 
behind  the  uterus. 

Fearing  that  a  general  peritonitis  had  developed,  I  de- 
cided to  make  an  exploratory  abdominal  incision.  Through 
this  incision  I  noted  a  general  inflammatory  involvement 
of  the  peritoneum  with  two  or  more  pints  of  fetid  blood 
clots  in  the  lower  abdominal  cavity.  These  clots  were 
hurriedly  removed  with  swabs  and  both  tubes  excised.  On 
the  left  side  was  a  tubal  abortion.     On  the  right  side  was 
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a  rupture  in  the  ampulla  of  the  tube  plugged  with  a  blood 
coagulum.  The  ampulla  was  about  one  inch  in  diameter 
and  contained  a  blood  mole.  Free  abdominal  drainage 
was  established  and  restorative  measures  applied.  Before 
the  anesthetic  was  started  the  pulse  was  140.  She  took 
the  anesthetic  badly,  but  reacted  for  a  time  under  the 
administration  of  strychnia  and  salt  solution.  Death  fol- 
lowed in  eight  hours. 

The  escape  of  the  ovum  and  blood  through  the  abdom- 
inal end  of  the  left  tube  and  of  its  twin  through  a  rent  in 
the  ampulla  of  the  right  tube  was  probably  simultaneous. 

Placental  tissue,  decidua,  and  chorionic  villi  were  found 
in  both  tubes,  but  neither  fetus  was  discernible.  Both 
ovaries  were  cystic  and  were  bound  by  adhesions  to 
neighboring  structures.  In  the  right  ovary  was  a  fresh 
corpus  luteum. 
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DISCUSSION. 


Dr.  George  Gray  Ward,  Jr. — In  connection  with  Dr. 
Finley's  paper  I  have  a  specimen  here  of  bilateral  tubal 
pregnancy  I  would  like  to  show.  You  will  see  that  the  upper 
specimen  shows  the  fetus  in  situ,  in  the  unruptured  left  tube, 
and  the  lower  specimen  is  the  ruptured  right  tube.  Here  is 
also  a  drawing  showing  chorionic  villi  from  the  ruptured  tube. 
The  history  of  the  case  is  as  follows:  The  patient,  Mrs.  N.  N., 
aged  thirty-three  years,  married  nine  years,  has  had  no  labors, 
but  two  miscarriages,  the  first  eight  years  ago, at  three  months, 
and  spontaneous;  the  second,  six  years  ago,  at  two  months, 
also  spontaneous.  She  had  sepsis  following  the  last  miscar- 
riage which  lasted  for  six  weeks,  and  she  was  curetted  at 
that  time.  Her  menstruation  was  regular,  every  twenty-eight 
days,  of  two  days'  duration,  and  has  been  very  scanty  since 
the  last  miscarriage.  I  first  saw  her  on  November  19,  1909, 
in  consultation  with  Dr.  C.  J.  Colles.  The  woman  was 
uncertain  as  to  her  dates,  but  knew  she  was  several  weeks 
over  time.  She  had  been  spotting  for  the  past  three  weeks; 
had  had  violent  and  severe  pain  for  the  past  week,  with  some 
collapse  on  the  day  I  saw  her.  Examination  showed  a 
mass  in  the  left  side,  which  was  tense  and  tender;  tenderness 
only  was  noticed  on  the  right  side;  temperature,  99.2°;  pulse, 
95,  fair;  referred  pains  to  the  lower  abdomen  generally,  but 
not  specially  to  one  side  more  than  the  other.    It  was  diffi- 
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cult  to  get  a  good  history  from  the  patient.  She  was  not 
exact  as  to  the  location  of  the  pain  except  that  it  was  in  the 
lower  abdomen.  A  diagnosis  was  made  of  probable  rup- 
tured ectopic  pregnancy,  and  she  was  advised  to  be  removed 
to  the  hospital,  which  was  done,  and  as  the  symptoms  were 
not  severe,  I  waited  until  the  next  morning  before  operating. 
Her  blood  count  was  as  follows:  Hemoglobin,  75  per  cent.; 
polynuclears,  70  per  cent.;  leukocytes,  9,100;  red  ceUs, 
3,300,000. 

I  opened  the  abdomen  and  found  it  full  of  fresh  blood 
clots.  I  scooped  them  out  and  found  the  tube  on  the  right 
side  was  ruptured  and  bleeding.  This  was  removed.  The 
left  tube  on  being  examined  was  found  to  be  an  enlarged 
hematosalpinx,  but  was  not  ruptured.  It  was  also  removed 
and  on  being  opened  a  fetus  was  found  in  the  tube,  as  shown 
in  the  specimen.  A  fetus  was  not  found  in  the  right  tube. 
The  patient  made  a  good  recovery. 

Dr.  a.  Lapthorn  Smith. — Dr.  Palmer  Findley's  paper 
interested  me  very  much,  for  the  reason  that  I  think  that  our 
views  as  to  the  cause  of  tubal  pregnancy  are  quite  clear  now, 
namely,  that  it  is  the  result  of  stricture  of  the  uterine  ends 
of  the  tubes.  One  may  say  that  it  is  due  in  almost  every 
instance  to  gonorrhoea  in  childhood  or  later  on,  and  for  the 
same  reason  when  we  find  tubal  pregnancy  on  one  side,  the 
woman  is  liable  to  have  it  in  the  other  side  later  on.  I  have 
had  a  case  of  tubal  pregnancy,  from  whom  I  removed  one 
tube  last  year,  and  this  summer  I  operated  on  the  other 
side.  I  beheve  we  should  take  out  both  tubes  when  we 
operate  for  tubal  pregnancy,  as  there  are  so  many  cases  on 
record  where  the  woman  has  had  to  have  a  second  operation 
for  the  same  condition.  The  same  gonorrhoeal  process  that 
affects  one  tube  has  doubtless  affected  the  other.  I  believe 
the  time  will  come  when  everybody  will  agree  with  that 
opinion,  although  so  far  there  are  very  few  who  agree  with 
me  on  that  point,  that  when  a  woman  has  a  tubal  pregnancy 
on  one  side  she  is  almost  sure  to  have  it  later  on  the  other. 


A  SUCCESSFUL  EEIMPLANTATION  OF  A  PEL- 
VIC EIDKEY  11^  THE  FEMALE,  WITH 
REMARKS  ON  THE  SURGICAL 
TREATMEIs^T    OF    KIDNEY 
MISPLACEMENTS  IN 
THE  PELVIS. 


By  Dougal  Bissell.  M.D., 
Neiv   York. 


A  KIDNEY  situated  in  the  true  pelvis  of  the  female  and 
discovered  during  life  is  sufficiently  rare,  in  itself,  to 
excite  interest;  but  when  found  associated  with  preg- 
nancy, the  question  of  removal,  reimplantation  after  labor, 
or  non-interference  assumes  practical  importance.  The 
following  is  the  history  of  a  case  in  which  reimplantation 
was  successfully  accomplished. 

Mrs.  C,  aged  forty-one  years,  married  seventeen  years ; 
two  children.  First  child  born  one  year  after  marriage, 
male,  weight  nine  pounds,  labor  normal;  second  child, 
three  years  after  marriage,  weight  seven  pounds,  also 
normal  labor,  but  convalescence  was  retarded  by  milk  leg. 
No  miscarriages.  During  the  time  of  the  delivery  of  these 
children  nothing  abnormal  was  remarked  by  the  attending 
physician.  The  patient  was  in  good  health  until  about 
seven  years  after  the  birth  of  the  last  child.  At  that  time 
she  lived  on  a  farm,  where  necessity  compelled  her  to  do 
laborious  work.  The  origin  of  her  distressing  symptoms 
she  distinctly  recalls  having  then  attributed  to  heavy 
lifting.     Those  symptoms  were  a  pain  in  the  back,  with 
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dragging  sensations,  a  profuse  menstrual  flow  of  long  dura- 
tion, profuse  leucorrhea,  headache,  nervousness,  and  an 
ever-present  feeling  of  exhaustion,  difficulty  in  sleeping 
on  either  side,  and  a  constant  desire  to  support  the  lower 
abdomen. 

In  March,  1907,  the  patient  was  operated  on  by  Dr. 
Wm.  T.  Bull  for  fistula  in  ano,  at  which  time  he  dis- 
covered a  pelvic  tumor  and  considered  it  a  fibroid  on  the 
posterior  wall  of  the  uterus.  Shortly  after  this  operation 
she  became  pregnant,  and  on  the  advice  of  Dr.  Bull  con- 
sulted Dr.  Clement  Cleveland,  who  referred  her  to  me.  I 
saw  her  March  6,  1908,  when  she  was  thirty-one  weeks 
pregnant,  a  vaginal  examination  revealed  a  tumor  situated 
apparently  in  Douglas'  cul-de-sac.  The  impression  given 
was  that  of  a  solid  tumor  of  considerable  size,  filling  the 
right  posterior  region  of  the  pelvis,  its  position,  size,  and 
resistance  so  diminishing  the  capacity  of  the  pelvis  as 
would,  in  my  opinion,  cause  dystocia  at  time  of  labor. 

Cesarian  section  or  immediate  induction  of  labor  was 
advised.  The  patient  selected  the  latter.  On  March  7th 
ether  was  administered,  and,  in  counsel  with  Dr.  Cleve- 
land and  Dr.  Gofle,  an  examination  of  the  pelvic  condi- 
tions was  made.  Each  of  us  in  turn  immediately  became 
aware  of  an  unusual  lesion  existing,  and  agreed  that  its 
shape  and  consistency  was  that  of  a  kidney.  The  patient 
was  then  placed  in  the  knee-chest  position,  and  I  was  able 
to  force  this  pelvic  body  up  to  the  region  of  the  promontory 
of  the  sacrum  and  maintain  it  in  that  position  with  the 
fingers  while  the  patient  was  replaced  in  the  dorsal  posi- 
tion for  delivery.  The  cervix,  which  was  quite  rigid,  was 
dilated  with  rubber  bags.  The  application  of  the  forceps 
was  unsuccessful  and  version  was  decided  upon.  Effort 
was  made  during  the  extraction  of  the  child  to  maintain 
the  pelvic  body  as  high  up  as  possible.  Difficulty  was 
encountered  in  deliverying  the  head  because  of  the  pres- 
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Fig.  1. — A  sagittal   section  of  the  pelvis  showing  the  relation  of 
kidney  to  uterus  previous  to  operation. 
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ence  of  this  body,  the  delay  occasioned  resulting  in 
asphyxia  of  the  child.  The  weight  of  the  child  was  not 
recorded,  but  was  about  seven  pounds. 

I  am  of  the  opinion  that  vaginal  Cesarian  section  might 
have  facilitated  delivery  and  thereby  increased  the 
chances  of  a  living  child.  On  the  other  hand,  had  preg- 
nancy been  allowed  to  reach  full  term  and  the  child  ex- 
tracted through  the  genital  canal,  it  would  have  inflicted, 
unless  craniotomy  was  done,  injury  of  serious  nature  to  the 
kidney.  Abdominal  Cesarian  section  would  have  given 
the  child  its  best  chance  and  subjected  the  mother  to  the 
least  risk  of  injury. 

Excepting  for  a  severe  pain  in  the  left  leg,  which  lasted 
but  a  short  while  and  with  but  slight  rise  of  temperature, 
her  convalescence  was  uneventful.  The  arine,  normal 
before  operation,  showed  during  the  first  week  after  opera- 
tion albumin  and  granular,  hyaline,  and  epithelial  casts. 

On  April  10th,  in  the  presence  of  Drs.  Cleveland, 
Goffe,  and  others,  I  opened  the  patient's  abdomen  through 
the  median  abdominal  incision.  The  pelvic  body  was 
found  retro-peritoneal,  in  part  immediately  behind  and  to 
the  right  of  the  lower  segment  of  the  uterus.  The  uterus 
was  temporarily  stitched  anteriorly  for  better  vision  and 
manipulation.  The  patient  was  then  placed  in  an  extreme 
Trendelenburg  position  so  as  to  make  the  intestines  gravi- 
tate out  of  the  pelvis  toward  the  diaphragm,  where  they 
were  mantained  by  the  aid  of  gauze  pads  throughout  the 
operation.  The  posterior  peritoneal  surface  of  Douglas' 
cul-de-sac  was  incised,  and  the  pelvic  body  was  separated 
from  the  loose  connective  tissue  immediately  surround- 
ing it  and  delivered  into  the  peritoneal  cavity.  The  body 
proved  to  be  the  right  kidney  as  supposed,  normal  in  size 
and  appearance,  with  its  hilum  directed  a  little  upward 
and  toward  the  median  line.  Freed  from  its  cellular 
tissue  it  could  be  elevated  to  the  sacral  promontory.     Two 
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bands  of  tissue  connecting  the  lower  pole  of  the  kidney 
with  the  pelvis  prevented  further  elevation.  These  bands 
proved  to  be  supernumerary  arteries  arising  from  the 
region  of  the  internal  iliac  artery  or  one  of  its  branches. 
They  were  of  considerable  size,  about  one-twelfth  of  an  inch 
in  diameter  and  about  two  inches  in  length.  When  these 
arteries  were  severed  the  kidney  could  be  raised  approxi- 
mately to  its  normal  position.  In  fact,  the  renal  artery 
and  vein  were  found  much  elongated  and  could  be  traced 
upward  in  the  direction  of  their  normal  site.  The 
original  incision  in  the  peritoneum  was  then  extended 
several  inches  above  the  ileo-pectineal  line  and  to  the  right 
or  outer  side  of  the  cecum  and  ascending  colon.  The 
cellular  structure  immediately  beneath  this  incision  was 
torn  up  until  the  fascia  of  the  lumbar  region  was  exposed. 
The  kidney  was  then  prepared  for  replacement  in  the 
following  manner:  Its  fibrous  capsule  was  incised  longi- 
tudinally along  the  middle  of  the  convex  border  and  sepa- 
rated from  the  kidney  structure  about  one-half  inch  on 
each  side.  Two  chromic  catgut  sutures  ISTo.  2  were  passed, 
one  around  each  pole,  which  when  attached  to  the  fascia 
and  muscles  of  the  back,  in  a  manner  to  be  described, 
formed  a  sling  to  support  the  kidney  and  insure  its  main- 
tenance of  position  and  contact  with  the  fixed  structures 
until  union  of  the  opposed  surfaces  should  take  place.  To 
prevent  the  possibility  of  these  sutures  slipping  from  either 
pole,  they  were  made  to  penetrate  the  fibrous  capsule  at 
several  points  as  they  encircled  the  organ;  that  is,  both 
upper  and  lower  sutures  were  made  to  penetrate  first  the 
freed  portion  of  the  fibrous  capsule,  one  above  and  one 
below,  one-half  inch  or  more  from  the  middle  of  the  convex 
border  of  the  kidney;  then  they  were  passed  through  the 
tissues,  one  above  and  one  below  the  pelvis  of  the  ureter  as 
it  enters  the  hilum  of  the  kidney;  then  they  were  passed 
through  the  freed  portion  of  the  fibrous  capsule  on  the 
other  side,  at  points  opposite  their  entrance. 


Position   in    which 
kidney  was  anchored. 


Farthest  point 

of  elevation  before 
accessory  art  e  r  i  e  s 
were  severed. 


The  position  in 
wliich  kidney  was 
found 


Fl( 


Fig.  3. — Showing  the  method  of  placing  the  supporting  sutures 
around  kidney. 
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It  might  also  be  noted  here  that  in  penetrating  the 
tissues  above  and  below  the  pelvis  of  the  ureter,  it  is  well 
to  use  the  head  of  the  needle  rather  than  the  point,  so  as 
to  avoid  injury  to  the  branches  of  the  renal  artery  which 
are  commonly  found  in  the  vicinity  of  the  upper  pole. 

The  ends  of  each  suture  were  temporarily  tied  together, 
that  they  might  the  more  easily  be  found  in  the  second 
step  of  the  operation  now  to  be  described,  and  the  kidney 
placed  with  its  convex  surface  to  the  lumbar  fascia,  and 
the  peritoneum  sutured  over  it.  The  abdominal  wound 
was  then  closed  and  the  patient  placed  on  her  abdomen. 
The  usual  lumbar  incision  was  made,  which  exposed  the 
kidney  and  the  knotted  ends  of  the  catgut.  These  ends 
were  untied,  threaded  upon  needles,  and  passed  through 
the  fascia  and  muscle  at  the  upper  angle  of  the  wound. 
The  incision  was  closed  by  the  layer  method,  both  plain 
and  chromic  catgut  being  used,  the  chromic  guts  forming 
the  slings  tied  last. 

The  patient  made  an  uneventful  recovery.  The  urine, 
which  immediately  before  the  operation  was  normal,  after 
the  operation  showed  a  trace  of  albumin  and  granular 
casts. 

In  that  the  character  of  the  pelvic  body  was  not  sus- 
pected previous  to  anesthetization  for  induction  of  labor, 
arrangements  were  not  made  for  radiographing  the  course 
of  the  ureter.  But  had  its  character  after  examination 
under  ether  remained  in  question,  a  radiograph  of  the 
ureter  with  a  lead  or  platinum  stiletted  catheter  inserted 
would  have  been  planned  for  and  made  at  another  time. 
Under  the  circumstances,  however,  a  radiograph  could 
have  given  but  little  information  not  already  acquired 
bearing  upon  the  necessity  for  or  plan  of  operative  proce- 
dure to  be  adopted,  and  might  have  resulted  in  some  con- 
fusion or  doubt  as  to  the  length  of  the  ureter,  for  the 
shadow  of  a  catheter  in  a  deep  cavity,  retracing  its  course 
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in  part,  would  exaggerate  the  apparent  shortening  of  the 
ureter.  Even  the  measurement  of  such  a  ureter,  given  by 
the  catheter  when  withdrawn,  would  be  an  apparent  meas- 
urement, for  it  would  not  have  greatly  exceeded  half  its 
real  length  as  determined  at  the  operation. 

Such  information,  therefore,  could  have  been  misleading 
respecting  the  advisability  of  attempting  a  replacement 
of  the  kidney.  I  would  also  remind  you  that  the  urine 
showed  no  pathological  elements,  and  the  removal  of  the 
pelvic  kidney  was  at  no  time  contemplated,  therefore  the 
necessity  did  not  exist  for  determining  by  ureteral  cathe- 
terization the  renal  structural  condition,  or  the  presence  of 
both  kidneys. 

On  January  29,  1910,  the  patient  presented  herself  for 
examination  before  Drs.  Cleveland,  Goffe,  and  myself. 
The  pelvic  contents  were  found  normal  and  the  right 
kidney  where  placed.  The  distressing  symptoms  of  ex- 
haustion and  backache  which  had  been  more  or  less  present 
for  seven  years  had  practically  disappeared.  The  men- 
strual flow,  which  from  the  beginning  of  her  illness  to  her 
last  conception,  lasting  seven  to  eight  days  and  profuse, 
was  now  normal  in  amount  and  duration.  Leucorrhea, 
which  had  also  been  profuse,  was  now  slight.  She  still 
sleeps  better  on  her  back  than  on  either  side,  and  feels 
more  comfortable  when  the  abdomen  is  supported  by  an 
abdominal  binder,  which  was  the  case  previous  to  the 
operation.  These  latter  symptoms  are  probably  due  to 
enteroptosis,  which  was  noticed  at  the  time  of  operation 
and  which  is  not  uncommonly  found  associated  with  dis- 
placed kidney.  A  free  pelvis,  a  replaced  kidney,  and  the 
return  of  the  patient  to  such  health  as  she  had  not  enjoyed 
for  many  years  was  the  result  of  the  operation. 

In  the  title  of  this  paper  I  implied  that  the  original 
position  of  the  kidney  was  normal,  but  whether  the  posi- 
tion as  found  was  acquired  or  congenital,  the  case  in  its 
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entirety  presents  features  of  more  than  passing  interest 
to  botli  the  gynecologist  and  obstetrician. 

Let  us  first  consider  the  origin  of  the  position  of  the 
kidney.  The  evidence  in  support  of  the  position  of  this 
kidney  being  acquired  rather  than  congenital  was : 

1.  Its  mobility.  The  impression  received  on  examin- 
ing per  vaginam,  without  an  anesthetic,  dorsal  position, 
was  that  the  kindney  lacked  mobility ;  but  when  examined 
per  vaginam  under  an  anesthetic,  in  both  dorsal  and  knee- 
chest  positions,  the  mobility  of  the  kidney  was  unmistak- 
able, though  it  was  impossible  to  determine  its  full  extent. 
This  could  be  determined  only  when  the  abdomen  was 
opened.  It  was  then  clearly  demonstrated  that  the  kidney 
could  be  moved  to  the  lumbar  region  without  injury  to  any 
of  its  essential  accessory  organs. 

2.  The  length  of  the  ureter.  In  appearance  the  ureter 
presented  nothing  unusual  excepting  an  excessive  length, 
when  considering  the  close  proximity  of  the  kidney  to  the 
bladder  and  when  the  kidney  was  replaced  at  its  normal 
site  the  amount  of  tension  on  the  ureter  resulting  was  in- 
considerable. 

3.  The  length,  size,  and  origin  of  the  bloodvessels. 
The  essential  renal  bloodvessels  were  of  unusual  length. 
The  calibre  of  the  artery  was  small,  but  no  appreciable 
variation  from  the  normal  was  noted  in  that  of  the  vein. 
These  vessels  could  be  traced  to  the  region  of  normal 
origin. 

Other  objective  facts  might  be  related  as  corroborative 
evidence  in  support  of  the  theory  of  acquired  origin. 
Authorities  agree  that  it  is  usually  the  left  kidney  that  is 
congenitally  misplaced.  In  this  case  it  was  the  right 
kindey.  The  suprarenal  capsule  was  not  found  out  of  its 
normal  position,  proving  nothing  in  itself ;  but  had  it  been 
in  the  pelvis  or  otherwise  abdominally  situated  it  would 
have  been  strong  evidence  favoring  the  theory  of  con- 
genital origin. 
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According  to  iN'ewman,^  malformations  of  some  one  or 
more  of  the  pelvic  organs  frequently  accompany  congenital 
defects  in  the  kidney,  a  condition,  as  he  states,  not  to  be 
wondered  at  when  we  recall  the  close  embryonic  relation- 
ship of  these  organs,  but  no  malformation  was  discovered 
in  this  case. 

The  subjective  facts  that  support  the  theory  that  the 
condition  found  was  acquired  are  the  following :  She  gave 
birth  to  two  children,  one  a  year  and  the  other  three  years 
after  her  marriage,  the  first  weighing  nine  pounds  and  the 
second  seven  pounds.  Both  confinements  were  normal, 
nor  was  there  anything  unusual  noted  in  the  pelvis  by  the 
attending  physician,  so  far  as  the  patient  recalls.  It 
would,  therefore,  seem  reasonable  to  conclude  that,  as  two 
children  were  born  at  full  term,  without  difficulty,  one 
of  these  being  over  the  average  weight,  there  existed  at 
the  time  of  their  birth  no  obstruction  in  the  pelvis.  The 
patient  remained  in  health  until  seven  years  after  the  last 
confinement,  when  her  mode  of  living  radically  changed, 
and  she  became  conscious  of  symptoms  which,  as  else- 
where noted,  were  those  we  recognized  as  belonging  to  a 
prolapsed  kidney. 

The  existence  of  the  supernumerary  arteries  which 
limited  mobility  is  the  only  evidence  which  supports  the 
theory  of  congenital  origin;  but  in  view  of  the  fact  that 
arterial  anomalies  varying  in  length,  calibre,  and  origin 
have  been  found  in  both  acquired  and  congenital  malfor- 
mations and  positions  of  the  kidney,  their  existence,  with- 
out additional  evidence,  proves  nothing.^ 

We  are  therefore  free  to  theorize  regarding  the  changes 
in  these  arteries  during  the  several  years  prior  to  the  dis- 
covery of  the  pelvic  lesion.     It  is  fair  to  presume  that 

1  David  Newman.     Movable  Kidney,  p.  205. 

2  Henry  Morris.  Surgical  Diseases  of  the  Kidney  and  Ureter, 
vol.  i,  pp.  16  and  17. 
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during  that  period  these  arteries  existed  as  long  vessels, 
small  in  calibre  though  perhaps  larger  than  others  in  their 
immediate  vicinity.  As  the  kidney  descended,  tension  on 
the  renal  artery  followed,  with  a  resulting  elongation  and 
diminution  in  its  calibre,  and  a  consequent  reduction  of 
blood  supply  through  it  to  the  kidney.  Reverse  changes, 
however,  occurred  in  the  supernumerary  vessels ;  as  the 
kidney  descended  they  shortened,  but  increased  in  calibre 
and  capacity,  adjusting  themselves  to  changes  in  the  posi- 
tion of  the  kidney  and  the  demands  upon  them,  following 
thereby  the  recognized  law  of  compensation. 

It  does  not  necessarily  follow  that  because  a  kidney  is 
located  in  the  true  pelvis  the  birth  of  a  child  is  impossible 
without  disastrous  results,  for  under  these  conditions 
births  have  been  completed  without  injury  to  mother  or 
child.  But  as  a  kidney  in  the  pelvis  diminishes  the  pelvic 
capacity,  it  constitutes  during  the  childbearing  period  a 
source  of  possible  danger,  and  the  question  of  dystocia  at 
time  of  labor  depends,  as  with  a  malformed  pelvis,  on  the 
comparative  measurements  of  the  passage  and  passenger. 

When  a  kidney  is  discovered  in  the  true  pelvis  of  the 
female,  its  structural  condition  presumably  normal,  what 
surgical  treatment,  if  any,  should  be  adopted?  If  dis- 
covered in  a  married  woman  during  her  childbearing 
period,  or  in  a  single  woman  with  immediate  prospects  of 
matrimony,  an  effort  to  replace  it  is  justifiable  and  ad- 
visable, independent  of  symptoms  which  may  or  may  not 
be  referable  to  the  malposition.  If  discovered  in  a  married 
woman  with  sterility  established,  or  in  a  single  woman 
without  immediate  prospects  of  matrimony,  operative  pro- 
cedure is  justifiable  only  when  there  exist  symptoms  reas- 
onably ascribed  to  its  position. 

When  pregnacy  is  found  associated  with  a  pelvic 
kidney,  several  serious  possibilities  confront  the  surgeon. 
It  may  be  mistaken  for   a  tumor  of  pelvic  origin   and 
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removed  to  prevent  dystocia.^  If  delivery  is  accomplished 
via  the  genital  canal  with  the  kidney  in  the  pelvis,  the 
following  accidents  may  occur :  Eupture  of  the  uterus  due 
to  dystocia,^  injury  to  the  kidney  structure,  and  even  the 
tearing  away  of  the  renal  artery  from  its  origin  or  termina- 
tion, or  death  to  the  child  from  asphyxia  when  version  is 
deemed  advisable,  due  to  prolonged  delivery  of  the  after- 
coming  head  as  the  result  of  dystocia. 

The  problem,  then,  is  one  of  early  induction  of  labor 
or  Cesarian  section  at  full  term.  If  early  induction  of 
labor  is  decided  upon,  the  wishes  of  the  patient  usually 
playing  a  conspicuous  part  in  this  decision,  the  method  of 
induction  to  be  selected — namely,  mechanical  dilatation 
of  the  cervix  alone  or  combined  with  vaginal  Cesarian 
section — depend,  in  my  opinion,  upon  the  resistance 
offered  by  the  cervix.  If  this  is  rigid,  vaginal  section 
should  be  performed.  If  easily  dilatable  manual  or  instru- 
mental dilatation  is  sufficient. 

The  use  of  forceps  in  delivering  the  head  increases  the 
danger  of  injury  to  the  kidney.  If  it  is  used  it  should 
not  be  kept  on  during  the  entire  passage  of  the  head 
through  the  canal,  but  removed  soon  after  the  occiput  has 
passed  under  the  pubic  arch,  and  labor  completed  by 
natural  forces,  assisted  by  pressure  from  above.  If  the 
position  of  the  head  is  occipito-posterior  and  cannot  be 
made  to  engage  anteriorly,  then  version  is  demanded,  as 
the  descent  of  the  occiput  in  a  posterior  position  taxes  to 
the  utmost  the  pelvic  capacity,  and,  therefore,  un'''^r  these 
conditions  would  greatly  increase  risk  of  injur;^  to  the 
kidney,  as  the  impingement  of  the  occiput  upon  the  kidney 
as  it  sweeps  the  sacral  curve  may  force  this  organ  so  low 
as  to  even  occasion  rupture  of  the  renal  artery  with  fatal 
hemorrhage. 

1  Edwin  B.  Cragin.  Transactions  of  the  American  Gynecolog- 
ical Society,  vol.  xxiii,  p.  28. 

2  Albers-Schonberg.     Centralblatt  f.  Gynakologie,  1894,  No.  48. 
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If  the  pelvic  kidney  is  discovered  when  the  abdomen  is 
opened  for  the  removal  of  a  supposed  pelvic  tumor,  or 
incidentally  during  operative  j)rocedure  for  some  other 
intra-abdominal  conditions,  an  effort  to  replace  it  should 
be  made.  If  the  restoration  is  found  impossible  because 
of  a  short  renal  artery,  vein  or  ureter,  the  kidney  is  left 
in  the  position  found,  no  harm  having  been  done  by  free- 
ing it  from  its  immediate  surroundings  to  determine  its 
full  extent  of  mobility. 

A  pelvic  kidney  should  not  be  removed  unless  the  seat 
of  marked  pathological  change,  and  not  even  then  unless 
the  presence  and  condition  of  the  other  kidney  has  been 
determined.  Should  catheterization  of  the  ureter  or 
abdominal  exploration  show  the  existence  of  but  one 
kidney,  this  kidney  should  be  left  as  found. 


DISCUSSION. 

Dr.  Clement  Cleveland. — I  was  present  during  this 
operation,  as  Dr.  Bissel  states,  and  the  operation  as  described 
by  him  is  absolutely  correct.  I  only  want  to  say  a  word 
about  the  method  of  procedure.  I  have  forgotten  what  I 
said  to  Dr.  BisseU  at  the  time,  but  I  thought  it  was  a  pity  that 
a  Cesarean  section  should  not  be  performed.  The  woman  and 
her  husband  were  so  positively  opposed  to  it  that  we  all 
yielded  to  Dr.  Bissell's  wish  for  premature  labor,  the  child 
being  delivered  through  the  normal  channels,  but  I  believe 
there  would  have  been  less  risk  to  the  patient  by  a  Cesarean 
section.  However,  no  harm  resulted  to  her  from  the  oper- 
ation; but  I  believe  the  danger  of  injuiy  to  the  kidney  and 
ureter  is  so  great  that  I  should  not  hesitate  at  any  time, 
with  our  modern  methods,  to  advise  Cesarean  section  in  such 
a  case. 

Dr.  a.  Lapthorn  Smith. — I  would  like  to  say  a  few  words 
on  this  subject.  I  fully  agree  with  Dr.  Cleveland  when  he 
expressed  the  opinion  that  Cesarean  section  at  full  time  is 
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safer  than  bringing  on  an  abortion.  In  view  of  the  great 
safety  of  Cesarean  section,  and  the  great  danger  of  premature 
labor  and  accouchement  force  generally,  as  well  as  the  risk 
of  injuring  the  displaced  kidney  in  the  pelvis  during  normal 
labor,  I  am  strongly  in  favor  of  Cesarean  section  in  such  a 
case.  Besides  a  quick  operator  could,  in  a  httle  over  an  hour, 
complete  the  two  operations,  because  after  the  uterus  has 
been  emptied  the  abdominal  walls  are  relaxed  and  thus  it 
would  be  much  easier  to  replace  the  kidney  and  fasten  it  in 
the  admirable  manner  described  by  Dr.  Bissell. 

Dr.  J.  Wesley  Bovee. — I  am  somewhat  interested  in  this 
subject,  and  my  thesis  for  admission  into  this  Society  was 
regarding  this  class  of  work.  I  remember  well  of  perform- 
ing an  operation  on  a  dog  at  that  time,  of  displacing  the 
kidney  downward  to  make  possible  the  splicing  of  the  ureter 
when  a  portion  has  been  lost  by  accident  during  operation, 
and  that  operation  has  since  been  done  on  the  human  being 
successfully  by  Payne,  of  Norfolk,  Va.  Now,  Dr.  Bissell 
has  planned  this  operation,  and  conducted  it  safely,  of 
displacing  the  kidney  in  the  opposite  direction.  His  is  a 
very  unique  case,  inasmuch  as  there  is  practically  no  other 
of  the  kind  on  record,  and  there  are  several  points  of  great 
interest  in  connection  with  it.  I  agree  with  him  in  the  beUef 
that  it  is  an  acquired  displacement,  although  I  do  not  quite 
understand  why  we  should  have  aberrant  vessels  given  off 
from  the  internal  iliac  artery  to  the  kidney.  My  impression 
is  that  aberrant  vessels  to  the  kidney  are  not  given  off  so 
low  down,  but  the  fact  that  this  woman  had  a  long  ureter 
would  be  abundant  evidence  that  this  was  an  acquired  dis- 
placement downward  of  the  kidney. 

I  was  interested  in  the  method  of  suturing  of  this  kidney 
up  in  the  lumbar  region.  I  do  not  know  whether  this  method 
of  placing  the  sutures,  which  pass  around  the  poles  of  the 
kidney,  near  the  pelvis  of  the  kidney,  may  not  do  injury 
by  cutting  into  the  tissue  of  the  kidney  itself,  as  it  seems  to 
me  there  may  be  danger  there,  for  the  reason  that  in  case  of 
considerable  vomiting  after  operation  the  kidney  might  be 
forced  markedly  against  these  sutures.  However,  as  I  have 
never  seen  them  placed  in  the  kidney  that  way,  I  hope  Dr. 
Bissel  will  tell  us  what  he  thinks  of  that  feature  of  the 
operation. 
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Another  feature  of  these  cases  which  interested  me  is  as 
to  the  function  of  a  kidney  down  in  the  pelvis.  We  clearly 
have  the  ureter  doubled  up,  and  if  this  kidney  functionated, 
how  long  would  that  go  on  ?  We  know  from  experiments  on 
animals  that  the  function  of  the  kidney,  where  there  is  com- 
plete obstruction  of  the  ureter,  goes  on  for  six  weeks  and  then 
ceases;  that  the  pressure  of  the  urine  in  the  urinary  tract 
above  the  kink  equalizes  the  pressure  and  circulation  of  the 
blood  in  the  kidney,  and  that  the  excretion  of  urine  ceases. 
There  are  also  other  reasons  for  it,  but  I  hope  to  show  you 
on  Thursday  in  my  paper  that  when  the  kidney  is  in  that 
downward  position  it  practically  inhibits  the  excretion  of 
urine.  If  that  is  the  case,  how  long  has  this  been  in  existence  ? 
Was  there  urine  being  secreted  after  six  weeks  ?  There  may 
have  been  complete  stoppage  of  the  ureter,  and  there  was  no 
excretion  of  urine.  I  do  not  know  whether  or  not  it  was 
true  in  Dr.  Bissell's  case.    I  hope  he  will  tell  us  that. 

Dr.  J.  Riddle  Goffe. — I  can  bear  personal  testimony 
to  the  fact  that  the  report  as  given  by  Dr.  Bissell  is  correct. 
The  case  is  extremely  interesting  to  me,  and  I  was  fortunate 
to  see  it. 

In  regard  to  the  sustaining  sutures  of  the  kidney,  I  hope 
Dr.  Bissel  will  explain  that  feature  of  the  operation,  because, 
as  I  understand,  that  is  his  method  in  all  operations  for 
fixation  of  the  kidney. 

Dr.  Reuben  Peterson. — This  is  a  very  unique  case,  but 
there  are  some  things  from  an  obstetrical  standpoint  which 
should  be  considered.  Unquestionably,  for  a  condition  like 
this,  be  the  tumor  a  kidney,  a  prolapsed  spleen,  or  an  ovarian 
tumor  in  that  position.  Cesarean  section  would  be  the  safer 
operation  than  the  attempt  to  lift  up  the  tumor  to  the  brim 
of  the  pelvis;  but  I  question  whether  Dr.  Smith's  reason 
for  performing  Cesarean  section  be  the  correct  one.  I  do 
not  recall  how  long  it  took  the  essayist  to  do  this  operation, 
but  I  should  judge  from  his  description  it  required  con- 
siderable time.  Hence,  it  is  questionable  whether  we  want  to 
add  that  to  a  Cesarean  section.  In  my  experience,  Cesarean 
section  is  a  short  operation  up  to  a  certain  point;  the  child 
and  placenta  can  be  removed  easily  within  a  minute,  but 
the  completed  operation,  even  in  a  normal  case,  takes  from 
twenty  minutes  to  half  an  hour,  even  though  a  man  be  a 
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rapid  operator.  Hence,  it  would  be  poor  surgery  to  combine 
the  two  operations  for  fear  that  such  a  combination  might 
prove  too  much  of  a  shock  to  this  patient. 

Dr.  Hiram  N.  Vineberg. — There  is  one  point  I  would 
bring  out,  and  that  is,  experience  has  shown  that  the  ectopic 
kidney  is  usually  a  single  one,  i.  e.,  the  patient  has  only  one 
kidney.  I  would  like  to  ask  Dr.  Bissell  if  that  occurred  to 
him,  and  what  precautions  were  taken  to  ascertain  this 
before  operation  in  the  event  that  at  the  time  of  operation 
a  condition  would  have  been  found  which  would  have 
necessitated  the  removal  of  the  displaced  kidney.  In  a  good 
many  of  the  instances  in  which  the  only  kidne}^  the  patient 
had  was  removed,  it  was  found  at  autopsy  that  the  dis- 
placed kidney  was  the  only  one  this  patient  ever  had.  I 
think  statistics  show  that  one  person  in  two  thousand  five 
hundred  or  four  thousand  have  only  one  kidney  congenitally. 

Dr.  Edward  Reynolds. — I  think  Dr.  Bissell  has  given  us 
a  paper  of  extraordinary  interest,  and  the  more  so  because, 
it  seems  to  me,  there  is  one  point  in  the  trend  of  the  discussion 
with  which  I  must  off-hand  take  issue,  subject  to  subsequent 
correction.  It  has  been  assumed  throughout  this  discussion 
so  far  that  this  was  an  acquired  malposition  of  the  kidney, 
wholly  so.  If,  on  the  contrary,  this  was  a  partial  mal- 
position of  the  kidney  the  field  open  for  us  in  future  cases  is 
much  larger. 

We  know  that  embryologically  the  kidney  is  developed 
in  the  posterior  end  of  the  coelum;  that  subsequently  it  passes 
forward  retroperitoneally  precisely  as  the  ovary  and  testicle 
pass  backward.  In  other  words,  it  migrates  anteriorly 
during  development.  The  primitive  kidneys  are  nourished 
by  vessels  springing  off  opposite  each  Malpighian  bod3^  A 
few  of  them  coalesce  to  make  a  permanent  kidney,  and  the 
organ  so  formed  subsequently  migrates  forw^ard  to  the 
anterior  end  of  the  coelum.  It  does  not  seem  to  me  the 
length  of  the  ureter  in  this  case  is  sufficient  evidence  that 
this  was  an  acquired  displacement.  I  believe  that  with 
the  impulse  to  migrate  the  ureter  would,  in  all  probability, 
elongate  even  if  the  kidney  failed  to  make  its  migration. 
I  believe  further  investigation  would  probably  have  shown 
that  the  failure  of  this  kidney  to  migrate  was  due  to  the 
persistence  of  the  posterior  vessels  which  should  have  been 
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absorbed ;  and  secondly,  every  one  who  has  dealt  with  a  ureter 
throughout  its  length  retroperitoneally,  knows  the  moment 
it  is  freed  from  the  peritoneum  it  becomes  a  tube  which  is 
capable  of  easy  elongation,  and  what  appears  short  becomes 
long. 

The  most  interesting  point  in  this  whole  paper  is  the 
question  of  whether  Dr.  Bissell  has  not  given  us  a  means 
of  complete,  or,  at  any  rate,  moderate  replacement  of 
congenitally  displaced  kidneys.  I  want,  before  sitting 
down,  to  say  a  word  along  the  line  of  which  Dr.  Peterson 
spoke.  My  whole  experience  with  Cesarean  section  has 
made  me  feel  that  it  is  one  of  the  few  operations  in  which 
the  rapid  completion  of  the  operation  is  essential  to  success. 
I  should  be  sorry  to  do  a  Cesarean  section  and  go  on  to  a 
lengthy  operation  of  this  kind.  I  have  been  obliged  to 
remove  the  kidney  with  Cesarean  section;  I  have  been 
obliged  to  remove  a  large  ovarian  cyst.  Both  cases  did  well, 
but  it  is  always  a  misfortune  to  tax  the  Cesarean  section  by 
adding  any  other  operation  to  it. 

Dr.  Bissell  (closing). — To  have  attempted  a  replacement 
of  the  kidney  immediately  after  a  Cesarean  section  as  sug- 
gested by  Dr.  Smith  could  only  have  resulted  in  failure,  as 
the  size  of  the  emptied  uterus  would  not  have  permitted 
the  necessary  pelvic  manipulation,  and  to  have  complicated 
so  dangerous  an  operation  as  Cesarean  section  would  have 
unnecessarily  jeopardized  the  patient's  hfe.  The  time 
consumed  in  adjusting  and  replacing  the  kidney  was  con- 
siderable, but  the  patient  lost  little  or  no  blood  and  was  in 
excellent  condition. 

The  history  of  the  case  gave  no  evidence  of  Dietl's  crisis, 
although  the  course  of  the  ureter,  as  Dr.  Bovee  says,  would 
suggest  obstruction  to  the  flow  of  the  urine. 

A  description  of  the  operation  is  found  in  the  text  of  my 
article  which  was  omitted  in  reading  for  the  want  of  time. 
I  might  add  that  I  now  prefer  silkworm  gut  to  chromic 
gut,  as  under  great  strain,  such  as  would  be  occasioned  by 
persistent  vomiting  or  coughing,  chromic  gut  is  liable  to  give 
way.  The  silkworm  gut  sutures  do  not  cut  the  kidney 
structure;  after  encircling  the  kidney  the  free  ends  of  the 
sutures  are  passed  through  the  fascia,  muscle,  and  skin,  and 
after  closing  the  wound  these  silkworm  gut  sutures  are 
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tied  over  a  small  bundle  of  gauze  placed  in  the  line  of  incision. 
The  sutures  are  cut  twenty-one  days  after  operation;  they 
are  not  then  removed,  but  allowed  to  work  loose  by  the 
muscular  action  of  the  patient,  she  being  then  allowed  to  get 
up  and  move  about.  Twenty-four  to  forty-eight  hours  after 
the  sutures  are  cut,  slow  and  gentle  traction  is  made  upon 
them.  Immediate  removal,  I  believe,  would  cause  the  silk- 
worm gut  to  cut  the  kidney  structure  in  its  long  passage 
around  that  organ.  The  chief  danger  of  injury  to  the  kidney 
is  in  the  placing  of  the  sutures,  and  great  care  should  be 
observed  in  avoiding  the  pelvis  of  the  ureter  and  the  arterial 
branches  about  the  upper  pole. 

A  corrected  answer  (by  permission  of  the  President)  to 
Dr.  Vineberg's  question  as  to  the  presence  of  both  kid- 
neys: 

When  this  question  was  asked,  the  author  answered 
according  to  the  impression  then  in  mind,  that  is,  that  the 
left  kidney  region  had  not  been  examined  intra-abdominally, 
because  the  removal  of  the  pelvic  kidney  was  at  no  time  con- 
templated. After  the  discussion  he  was  reminded  by  Drs. 
Gofife  and  Cleveland,  who  were  present  at  the  operation, 
that  the  left  lumbar  region  was  explored  and  the  left  kidney 
found  in  position.  Also,  according  to  office  records,  it  was 
found  that  when  the  patient  was  examined  one  year  after 
operation  both  kidneys  were  determined. 

If,  during  embryonic  development,  there  existed  an  influ- 
ence, as  Dr.  Reynolds  suggests,  which  prevented  this  kidney 
from  assuming  its  normal  position,  why  should  this  influence 
have  failed  to  afi"ect  also  that  portion  of  the  ureter  extending 
from  the  bladder  to  the  brim  of  the  true  pelvis  ? 

I  concede  that  the  ureter  is  capable  of  considerable  stretch- 
ing, but  this  stretching  in  a  ureter  of  normal  length  does  not 
exceed  1|^  to  2  inches.  The  facts  are  that  when  the  kidney 
was  replaced  under  the  ascending  colon  there  was  no  apparent 
drag  on  the  ureter.  Had  this  ureter  been  congenitally 
shortened  the  kidney  could  not  have  been  placed  in  the 
lumbar  region  without  considerable  tension  upon  the 
ureter. 

Recent  studies  in  both  the  living  and  the  dead  subjects 
show  that  the  accessory  arteries  are  found  in  both  the 
normally  and  abnormally  placed  kidney  and  that  they  arise 
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from  various  parts  of  the  aorta  below  the  origin  of  the  renal 
artery  as  well  as  from  its  large  pelvic  branches. 

The  radiograph  I  now  show  is  of  another  patient  I  oper- 
ated on  successfully  three  weeks  ago  for  a  pelvic  kidney,  but 
this  case  in  my  opinion  belongs  to  the  class  of  congenital  dis- 
placement. My  reasons,  in  brief,  for  this  opinion  are  that 
the  kidney  was  practically  fixed,  its  area  of  motion  being 
limited  by  anamolous  vessels  which  had  caused  it  to  com- 
pletely rotate  on  its  long  axis;  that  its  ureter  was  several 
inches  shorter  than  normal,  as  shown  by  the  radiograph, 
and  that  the  renal  artery  came  off  from  the  aorta  at  least 
two  inches  from  its  normal  site.  The  method  for  replacing 
the  organ  was  practically  the  same  as  that  already  described. 

Dr.  Clement  Cleveland. — When  I  spoke  of  Cesarean 
section  in  this  case  reported  by  Dr.  Bissell,  it  did  not  occur 
to  me  for  a  moment  that  anybody  would  think  of  perform- 
ing an  operation  on  the  kidney  at  the  same  time  the  Cesarean 
section  was  done.  Premature  labor  was  effected  at  the 
seventh  month,  and,  of  course.  Cesarean  section  should  be 
done  at  the  proper  time,  and  then  the  operation  upon  the 
kidney  performed  at  a  later  date. 


Gyn  Soe 


THE  CHIEF  CAUSE  AND  PREVENTION  OF 
POSTOPERATIVE    CYSTITIS. 

By  Joseph  Tabeb  Johnson,  M.D., 
Washington,  D.  C. 


By  postoperative  or  postpartum  cystitis  I  mean  an 
inflammation  of  the  bladder  which  did  not  exist  before 
the  operation,  or  before  the  delivery,  and  which  followed 
the  operation  or  childbirth  so  closely  as  to  make  one  rea- 
sonably certain  that  they  bear  towards  each  other  indi- 
rectly the  relation  of  cause  aiid  effect. 

While  there  are  a  number  of  contributory  and  predis- 
posing causes  of  cystitis,  I  desire  to  draw  attention  to  the 
too  frequent  bacterial  infection  of  the  bladder  by  the 
bungling  and  painful  use  of  the  catheter,  chiefly  by  in- 
sufficiently trained  nurses  and  hospital  internes. 

All  recent  writers  on  this  subject  with  whom  I  am 
familiar  unite  in  ascribing  the  chief  cause  of  this  inflam- 
mation to  "bacterial  infection,"  the  germs  being  carried 
up  by  a  dirty  instrument,  or  gathered  up  by  a  clean  in- 
strument in  the  act  of  passing  a  catheter.  Cystitis  arising 
from  this  cause  is  much  less  frequent  now  than  formerly, 
owing  to  the  widespread  knowledge  of  the  role  played  by 
bacteria  in  the  inflammatory  process. 

Despite  all  this  it  is  a  fact,  and  a  lamentable  one,  that 
many  if  not  almost  all  cases  of  cystitis  in  women  are 
clearly  traceable  to  faulty  methods  of  catheterization. 

The  chief  object  of  this  paper  is  to  draw  attention  again 
to  this  fact,  and,  either  by  what  it  may  set  forth,  or  by  the 
discussion  which  may  follow,  to  emphasize  the  necessity 
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for  a  more  strict  prophylaxis,  and,  when  cystitis  is  diag- 
nosed, a  more  active  and  continuous  treatment  not  only 
to  bring  about  an  early  cure,  but  to  prevent  its  transition 
from  an  acute  to  a  chronic  condition. 

Cystitis  seems  to  occur  in  women  more  frequently  after 
abdominal  than  other  operations,  where  there  were  com- 
bined the  evil  influences  of  both  traumatism  and  bacterial 
infection. 

Block  found  it  to  follow  about  10  per  cent,  of  the  cases 
he  observed.  The  traumatism  consisted  chiefly  in  the 
injuries  inflicted  on  the  bladder  during  the  performance 
of  radical  uterine  cancer  operations,  or  in  supravaginal 
and  panhysterectomies,  where  the  bladder  was  peeled  off 
from  the  anterior  surface  of  the  uterus  and  in  cystocele, 
as  described  by  our  distinguished  Fellows,  Stone  and  Goffe. 
I  have  found  the  bladder  to  resent  the  pressure  of  gauze 
packing,  placed  in  the  abdomen  to  arrest  hemorrhage,  or 
to  aid  drainage  from  above  through  an  artificial  opening 
into  the  vagina.  The  over-distension  of  the  bladder  by 
retained  normal  urine,  caused  by  the  use  of  opium,  to 
allay  postoperative  pain,  will  lessen  its  resistance  against 
infection,  from  a  less  number,  or  less  violent  germs,  than 
as  if  no  such  trauma  existed. 

Taussig  mentions  cases  where  cystitis  followed  catheteri- 
zation notwithstanding  the  most  antiseptic  precautions 
relating  to  the  hands,  the  instruments,  the  introitus 
vagina,  the  lubricant,  etc.,  and  came  finally  to  the  conclu- 
sion that  the  infecting  germs  were  picked  up  by  the 
catheter  in  its  passage  through  the  urethra  and  carried 
into  the  bladder.  This  he  proved  by  finding  the  same 
germs  in  the  catheter-drawn  urine,  which  he  subsequently 
found  by  a  bacteriological  examination  of  the  secretions 
withdrawn  from  the  urethra.  This  same  statement  is  con- 
firmed by  Savor,  Eovsing,  Raymond,  and  others.  While 
most  observers  have  found  the  staphylococcus  the  most 
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frequently  offending  germ,  in  the  causation  of  postopera- 
tive cystitis,  the  streptococcus  is  not  infrequently  present, 
especially  in  puerperal  cases,  and  Raymond  reports  seven 
cases  where  the  colon  bacillus  was  the  cause  of  the  cystitis, 
and  where  no  catheter  had  been  used. 

It  is  probably  true  that  many  germs  may  be  introduced 
into  the  healthy  bladder  and  that  they  may  cause  no  infec- 
tion or  inflammation  in  the  entire  absence  of  trauma. 

My  chief  contention,  however,  is  "that  the  unskilful  use 
of  the  catheter,  by  untrained  or  careless  nurses,  over- 
worked hospital  internes  or  even  by  the  operator  himself" 
supply  both  the  trauma  and  infection  by  their  haste  and 
neglect  of  the  gentle  and  aseptic  use  of  this  little  instru- 
ment. 

Many  times  have  patients  complained  to  me  of  the  pain 
they  have  suffered  in  the  performance  of  this  minor  and 
so-called  "insignificant  operation,"  when  I  had  promised 
that  the  withdrawal  of  their  urine  would  be  a  painless 
attention. 

Where  patients  are  catheterized  several  times  daily,  for 
a  week  or  even  longer,  the  conditions  are  present  which 
easily  result  in  the  production  of  a  cystitis,  unless  great 
care  is  practiced  to  prevent  trauma  or  infection. 

The  atrocious  pain  and  nervous  trepidation  caused  by 
the  very  frequent  and  imperative  desire  to  pass  urine, 
suffered  by  patients  with  an  acute  postoperative  cystitis, 
presents  a  picture  not  soon  forgotten  by  them  or  their 
friends,  the  nurses,  or  the  attending  staff.  There  is  very 
little  consolation  to  be  derived  from  the  thought  that  this 
acquired  condition  might  have  been  avoided  by  the  exer- 
cise of  a  little  more  skill,  gentleness,  and  care. 

There  is  a  growing  tendency  among  recent  writers  to 
class  postoperative  cystitis  among  the  preventable  diseases, 
and  to  speak  in  severe  terms  of  the  "culpable  neglect"  of 
those  who  have   introduced  bacterial  infection  into   the 
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bladder  by  their  unskilful  or  unclean  use  of  catheters. 
Some  of  us  have  come  to  regard  the  routine  use  of  the 
catheter  after  our  operations  with  more  dread  than  we  do 
the  routine  use  of  opium.  The  irritating  effects  of  the  use 
of  one,  and  the  acquired  and  habitual  use  of  the  other, 
have  sometimes  created  conditions  which  have  outweighed 
the  importance  in  the  minds  of  the  patients  and  their 
friends  of  the  disease  for  which  they  originally  sought 
relief. 

The  main  point  in  the  treatment  of  these  distressing 
cases  is  their  prevention.  Perhaps  enough  has  been  said 
of  prophylaxis,  when  speaking  of  the  etiology,  to  intimate 
the  steps  necessary  to  prevent  trauma  and  the  introduction 
of  infection,  not  only  the  first  time  the  catheter  is  used, 
but  every  time  it  is  used. 

Investigation  shows  that  germs  are  found  to  be  more 
numerous  and  virulent  in  the  genital  tract  and  urethra  of 
patients  confined  to  bed  than  in  our  ambulatory  cases, 
suggesting  that  greater  care  is  necessary  to  prevent  infec- 
tion of  the  bladder  by  the  continued  rather  than  in  the 
early  uses  of  the  catheter. 

Rosenstein  has  suggested  a  double  catheter,  or  a  catheter 
within  a  catheter,  to  avoid  carrying  infecting  germs  into 
the  bladder;  but  Taussig  and  others  think  this  a  rather 
bulky  instrument  and  that  it  would  do  more  harm  than 
good,  by  the  painful  stretching  of  the  urethra,  and  suggest 
that  after  the  careful  disinfecting  of  the  instrument  and 
outside  parts  that  the  urethra  might  be  gently  irrigated 
with  a  solution  of  boric  acid,  and  that  the  use  of  the  glass 
catheter  should  be  followed  by  the  immediate  use  of  tablets 
of  urotropin  by  the  mouth,  which  would  have  for  their 
object  the  liberation  of  sufficient  formaldehyde  in  the 
bladder  to  kill  the  few  germs  introduced,  even  after  the 
carrying  out  of  the  strict  antiseptic  precautions  above 
mentioned. 
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In  these  cases  requiring  the  use  of  the  catheter  we  are 
deprived  of  the  advantage  of  the  cleansing  effect  of  the 
urine  upon  the  urethral  mucous  membrane,  which  is  so 
valuable  in  preventing  an  ascending  infection  in  cases  of 
urethral  gonorrhea. 

It  is  unnecessary  to  dwell  upon  the  details  of  the  treat- 
ment of  actual  cases  of  cystitis,  which  are  as  familiar  as 
their  A  B  C's  to  every  Fellow  of  this  Society,  the  writer's 
object  being  to  direct  attention  to  the  still  too  frequent 
occurrence  of  this  painful  and  embarrassing  complication 
of  our  otherwise  successful  gynecological  and  abdominal 
operations,  and  to  briefly  discuss  the  etiology  and  prophy- 
laxis of  this  almost  universally  preventable  condition. 


DISCUSSION. 


Dr.  Hentiy  T.  Byford. — At  the  Woman's  Hospital  of 
Chicago  in  the  earlier  days  we  catheterized  women  before 
aU  operations  and  occasionally  we  had  cystitis.  This  was 
almost  entirely  abolished  by  having  the  patient  pass  her 
own  urine,  and  there  are  few  who  cannot.  In  this  way 
the  trouble  from  postoperative  cystitis  was  almost  entirely 
eliminated. 

I  have  had  occasion  to  see  how  the  bladder  is  subsequently 
infected  by  the  nurse.  In  a  case  of  carcinoma  in  which 
there  was  cystitis  due  to  postoperative  catheterization,  I 
had  the  nurse  catheterize  her  while  I  was  present.  She 
disinfected  the  parts  but  did  not  irrigate  the  vulva ;  and  when 
she  reached  for  the  catheter  she  allowed  the  labia  minora 
to  drop  over  the  urethra.  In  this  way  some  germs  had 
probably  been  deposited  on  the  end  of  the  urethra  and  carried 
into  the  bladder  with  the  catheter.  This  can,  of  course,  be 
prevented  by  a  proper  instruction  of  the  nurse. 

When  I  have  to  do  a  vaginal  operation  or  vaginal  packing 
I  catheterize  the  patient  on  the  table,  but  I  take  the  pre- 
caution to  have  my  assistant  press  the  abdominal  walls  over 
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the  pubes  so  that  air  will  not  be  sucked  into  the  urethra. 
If  the  patient  has  to  be  catheterized  subsequently  I  direct 
the  nurse  to  put  an  extra  pillow  under  her  shoulders  to 
prevent  the  entrance  of  air,  and  usually  have  the  bladder 
irrigated  with  a  saturated  solution  of  boracic  acid  as  the 
last  thing.  In  order  to  avoid  the  use  of  the  catheter  upon 
those  who  have  difficulty  in  urinating,  I  have  her  put 
pillows  under  the  woman's  shoulders  or  raise  the  head  of  the 
bed,  so  that  she  will  not  have  to  urinate  up  hill.  The  patient 
is  encouraged  to  urinate  every  four  to  eight  or  twelve  hours, 
in  order  that  the  bladder  may  not  become  over-distended. 
Sometimes  there  is  not  enough  urine  to  pass,  and  before 
catheterizing  I  often  wait  twelve  to  eighteen  hours,  and 
before  that  time  comes  around  I  percuss  just  above  the 
pubes.  If  there  is  resonance,  I  let  the  patient  go  still  longer 
before  the  catheter  is  used.  If  the  condition  of  the  patient 
permits  she  can  be  raised  up  to  a  sitting  posture  for  urination 
before  being  catheterized.  It  is  seldom  that  such  patients 
cannot  be  in  some  way  made  to  urinate. 

But  even  when  catheterization  becomes  necessary  it  is 
possible  to  properly  disinfect  the  parts  around  the  urethral 
orifice  and  also  to  avoid  injury  to  the  urethra,  or  the  entrance 
of  air.  Hence,  cystitis  should  not  occur.  But  if  it  does,  it 
usually  subsides  rapidly  if  the  bladder  is  washed  out  with 
the  boracic  acid  solution  every  time  she  is  catheterized;  or 
if  she  has  begun  to  urinate,  every  eight  or  twelve  hours. 

Dr.  C.  C.  Frederick. — For  a  number  of  years,  earlier  in 
my  experience,  I  had  many  cases  of  this  kind  which  led  me  to 
institute  a  course  somewhat  similar  to  the  one  outlined  by 
Dr.  Byford,  and  I  think  it  has  been  followed  by  the  utmost 
benefit  to  patients.  All  of  us  nowadays  run  across  women 
with  chronic  cystitis,  chronic  trigonitis,  women  who  are 
urinating  several  times  a  day  and  a  good  many  times  at  night, 
in  constant  distress  from  chronic  diseases  of  the  bladder, 
the  trigone,  or  urethra,  and  in  every  one  of  these  cases,  if 
we  will  trace  out  the  previous  history,  we  will  usually  find 
that  the  trouble  originated  in  a  cystitis  or  urethritis  that 
began  with  catheterization  at  some  previous  illness,  after 
labor,  etc.  We  all  know  that  it  is  almost  impossible  to  cure 
these  cases.  In  order  to  prevent  it,  it  has  seemed  to  me 
necessary  to  abstain  from  catheterization  if  we  possibly  can. 
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If  catheterization  must  be  done,  it  should  be  practised  under 
the  most  aseptic  conditions  and  every  precaution  taken 
to  prevent  infection  of  the  bladder.  I  do  not  believe  that 
any  nurse,  however  careful,  with  any  degree  whatsoever  of 
asepsis,  if  a  patient  must  be  catheterized,  day  in  and  day  out, 
for  three  or  four  days  after  an  operation,  or  after  labor,  can 
prevent  a  catheterization  urethritis  and  probably  a  cystitis 
from  infection,  because  the  parts  are  constantly  bathed  with 
the  colon  bacilli,  staphylococci,  etc.,  and  you  cannot  sterilize 
the  parts  so  as  to  prevent  some  infection  being  carried  into 
the  urethra.  Therefore,  catheterization  should  be  the  last 
resort  under  all  conditions.  If  the  patient  can  be  set  up  to 
urinate  it  should  be  done,  or  any  other  means  resorted  to, 
so  long  as  she  can  urinate  without  catheterization.  I  give 
these  patients  urotropin  or  uroseptin,  and  have  the  patient's 
bladder  washed  with  1  to  10000  solution  of  nitrate  of  silver. 
When  the  catheter  is  withdrawn  the  urethra  is  flushed  with 
the  same  solution,  because  the  infection  is  usually  in  the 
urethra. 

Dr.  Philander  A.  Harris. — If  a  patient  dates  the  begin- 
ning of  her  first  frequent  and  painful  urination  to  an  illness 
or  operation  for  which  we  have  attended  her  and  catheter- 
ized her,  it  is  particularly  embarrassing  to  feel  that  such 
urethral  catheterizations  were  factors,  if  not  the  sole  cause 
of  her  urinary  symptoms.  There  have  been  thousands  of 
such  cases. 

In  writing  the  primary  history  of  any  case  we  should  be 
particularly  careful  to  note  the  presence  or  absence  of  painful 
or  frequent  urination  in  the  hfe  of  the  individual.  In  an 
accouchement,  illness,  or  operation,  for  which  we  may 
attend  such  as  have  not  previously  had  painful  or  frequent 
urination,  we  must  not  resort  to  urethral  catheterization  until 
all  other  measures  for  emptying  the  bladder  have  failed. 

Of  the  various  expedients  which  I  have  employed  as  pro- 
moters of  urination,  the  giving  of  an  enema  with  direction 
that  the  patient  try  to  urinate  in  connection  with  its  expul- 
sion, has  been  of  more  service  to  me  than  any  other  single 
measure.  At  the  suggestion  of  Dr.  J.  Alan  Maclay,  three 
years  since,  I  issued  directions  that  all  patients  for  the  first 
two  days  after  admission  to  my  gynecological  service  and 
for  a  day  prior  to  operation  should  be  encouraged,  and  if 
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possible  required,  to  urinate  while  in  the  dorsal  position. 
My  standing  instructions  to  nurses  and  resident  physicians 
render  it  almost  impossible  for  a  catheterization  of  any 
patient  to  occur  either  before  or  after  operation  without 
my  permission. 

With  the  practice  of  requiring  patients  to  urinate  in  the 
dorsal  position,  positively  forbidding  any  nurse  to  catheterize 
a  patient  without  order,  and  requiring  that  the  resident 
gynecologist  notify  me  if  possible  before  issuing  an  order 
for  the  catheterization  of  any  patient,  I  have  practically 
ehminated  injury  by  unnecessary  catheterization. 

Dr.  Hiram  N.  Vineberg. — I  would  like  to  ask  Dr.  Harris 
if  he  allows  his  patients  to  urinate  after  perineorrhaphy? 

Dr.  Harris. — Yes,  every  time.  I  do  not  catheterize 
either  before  or  after  operation.  I  rarely  find  catheterization 
necessary  as  a  part  of  the  after  treatment  of  any  vaginal 
operation,  not  even  vaginal  hysterectomy. 

Dr.  Frederick  J.  Taussig. — Dr.  Johnson  referred  to 
some  of  my  work  in  these  cases;  I  have  kept  up  my  interest 
in  this  subject,  but  I  think  we  are  still  far  from  the  solution 
of  the  method  of  preventing  postoperative  cystitis,  or  rather 
postoperative  urine  retention,  because  the  latter  condition 
is  the  cause  of  the  postoperative  cystitis.  If  we  could  get 
patients  to  void  their  urine  spontaneously  we  could  eliminate 
postoperative  cystitis.  A  few  cases  of  so-called  spontaneous 
infection,  of  infection  from  the  surrounding  tissues  have 
been  reported,  but  they  seem  rather  questionable.  These 
cases,  it  seems  to  me,  must  be  grouped  distinctly  into  those 
after  ordinary  operations  and  those  after  severe  operations, 
such  as  the  radical  operation  for  uterine  cancer,  prolapsus 
operations,  etc.  The  percentage  of  cases  of  cystitis  fol- 
lowing the  Wertheim  radical  operation  for  uterine  cancer 
runs  up  to  60  and  75  per  cent.  In  this  connection  I  can 
answer  the  question  raised  by  Dr.  Johnson  regarding  pro- 
lapsus operations.  I  worked  on  that,  as  some  of  you  will 
remember,  seven  years  ago  and  found  that  the  percentage 
after  the  Wertheim  prolapsus  operations  was  11  per  cent., 
a  great  deal  more  than  the  percentage  after  the  average 
laparotomy— about  1  or  2  per  cent.  This  difference  is  due 
in  great  part  to  the  added  trauma  to  the  bladder  in  prolapsus 
operations.    It  seems  to  me,  that  we  need  not  fear  so  much 
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a  single  catheterization  if  the  nurse  or  physician  who  does 
it  is  reasonably  careful.  The  bladder  will  take  care  of  a 
number  of  bacteria,  but  let  it  go  on  for  three,  four,  or  five 
days,  and  with  each  catheterization  the  bladder  is  in  that 
much  weaker  state.  Finally  cystitis  develops.  Usually  this 
cystitis  starts  with  bacteriuria.  There  is,  as  a  first  step,  a 
multiplication  of  bacteria  in  the  urine  of  the  bladder,  and 
only  later  an  infection  of  the  mucosa  with  pus  formation. 
The  use  of  various  antiseptics  for  the  prevention  of  cystitis 
has  been  accompanied  with  partial  success.  I  have  discarded 
the  method  I  first  suggested,  that  is,  the  boric  acid  irrigation 
method  after  each  catheterization,  and  am  now  employing 
instillations  of  argyrol,  and  find  them  quite  effective  and 
less  troublesome.  Whether  or  not  it  is  safe  to  allow  patients 
to  get  up  the  third  or  fourth  day  after  operation  for  the 
purpose  of  voiding  urine,  will  largely  depend  upon  the 
character  of  the  operation.  It  seems  to  me  that  in  most 
cases  we  can  safely  do  so,  and  it  is  perfectly  safe  to  catheterize 
for  three  or  four  days,  and  then  let  the  patient  get  up  and 
void  urine  spontaneously,  because  in  three  or  four  days  it 
is  rare  to  have  infection  of  the  bladder.  But  the  cancer 
operations  cannot  be  treated  in  that  way.  I  have  been 
trying  to  get  my  cancer  cases  up  on  the  third  or  fourth  day 
for  the  purpose  of  voiding  urine,  in  that  way  preventing 
infection  of  the  bladder,  but  have  met  with  two  difficulties. 
One  was  that  the  patient  sometimes  went  into  a  state 
bordering  on  collapse  as  the  result  of  getting  in  the  erect 
posture  after  so  severe  an  operation;  the  other  was  that  the 
patient  w^as  unable  to  void  urine  in  spite  of  being  in  the 
erect  posture  or  sitting  up  in  bed.  I  have  had  a  number  of 
cases  that  have  been  able  to  sit  up  in  bed,  but  were  still 
unable  to  void  urine  spontaneously.  In  these  cases  I  believe 
the  solution  of  the  cure  for  postoperative  urine  retention  is 
still  to  be  sought. 

Dr.  Edward  Reynolds. — I  want  to  take  about  two 
minutes  of  the  time  of  the  Society  to  speak  of  a  procedure 
which  was  invented  by  a  nurse  in  my  hospital,  and  which 
has  almost  solved  this  difficulty,  reducing  the  use  of  the 
catheter  after  operation  to  a  Httle  over  1  per  cent.  In- 
fection of  the  bladder  comes  not  so  much  from  the  intro- 
duction of  the  point  of  the  catheter  into  the  urethra  as  it 
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does  from  the  fact  that  in  the  subsequent  passage  of  the 
catheter  the  nurse  allows  the  labia  to  fall  against  the  catheter 
and  in  this  way  material  is  carried  into  the  bladder.  When- 
ever we  find  there  is  an  indication  for  catheterization  we 
hang  a  douch  pail  six  or  eight  feet  above  the  patient,  put 
into  the  end  a  glass  tube  with  a  small  opening  at  the  end; 
the  nurse,  exposing  the  vulva,  puts  the  finger  and  thumb 
against  the  vestibule  in  such  a  way  as  to  draw  the  meatus 
open.  If  you  put  fingers  on  each  side  of  the  meatus  you 
can  open  the  lips  of  the  meatus.  The  medicine  dropper  is 
placed  a  little  distance  away  from  the  meatus,  when  a  strong 
stream  of  the  hottest  water  that  can  be  borne  is  forced 
through  it,  and  a  little  of  that  water  goes  into  the  urethra, 
and  when  it  strikes  the  urethral  mucous  membrane  there  is 
invariably  response  in  the  way  of  voluntary  urination.  It 
requires  a  little  care  and  attention  to  detail,  but  after  the 
nurse  is  once  taught  to  carry  it  out,  you  do  not  need  to  use 
the  catheter. 

Dr.  J.  M.  Baldy. — I  had  supposed  that  postoperative 
cystitis  in  the  experience  of  the  members  of  this  Society  was 
almost  a  thing  of  the  past.  The  trouble  is  that  one  is  apt 
to  mix  up  two  different  things,  namely,  an  irritable  condition 
of  the  urethra  from  the  constant  use  of  the  catheter  and 
urethral  infection,  I  cannot  conceive  of  anything  more 
absurd  and  irrational  than  to  order  catheterization  of  a 
patient  six  or  eight  hours  after  operation.  If  you  get  eight 
ounces  of  urine  in  twenty-four  hours  after  an  operation  from 
catheterization  you  are  fortunate,  and  in  the  majority  of 
instances  there  is  no  necessity  of  emptying  the  bladder  in 
eight  or  ten  hours  after  operation,  and  the  passage  of  the 
catheter  three  or  four  times  after  operation  is  rediculous. 
It  is  worse  than  that,  it  is  injurious,  and  the  results  reported 
here  show  exactly  what  we  may  expect  from  this  constant 
use  of  the  catheter  after  operations.  Every  one  of  our  nurses 
is  taught  emphatically  that  it  is  practically  a  crime  to  use 
the  catheter  shortly  after  operations  unless  there  are  indi- 
cations to  warrant  its  use.  The  nurse  is  taught  that  she 
may  have  to  use  it  once,  but  if  she  uses  it  a  second  time  she 
had  better  be  very  careful,  and  if  she  uses  it  a  third  time 
she  is  dimissed  from  that  case  and  another  one  goes  on.  If 
you  get  the  patient  to  pass  urine  the  first  time,  a  good  nurse 
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will  have  very  little  trouble  afterward.  When  a  nurse 
does  use  the  catheter  she  is  taught  how  to  introduce  it. 
She  is  taught  to  keep  her  fingers  on  the  vulvae  and  never  allow 
them  to  come  together  from  the  time  she  has  disinfected  the 
parts  until  she  is  ready  with  the  other  hand  to  take  the 
catheter  out  of  the  disinfectant  solution  and  pass  it  into  the 
meatus.  With  these  precautions  there  is  little  or  no  trouble 
from  postoperative  cystitis.  We  mix  up  an  irritative  con- 
dition from  the  constant  use  of  the  catheter  with  the  real 
affection,  cystitis,  and  this  irritative  cystitis  is  not  a  true 
cystitis,  but  I  believe  it  is  just  as  annoying  to  the  patient. 

With  regard  to  urination  after  a  plastic  operation  the 
urine  is  not  septic,  and  there  is  no  earthly  reason  why  a 
patient  should  not  pass  urine  over  a  plastic  operation,  if 
that  operation  has  been  well  done.  I  have  always  allowed 
patients  to  pass  urine  after  such  operations  with  one  pre- 
caution, namely,  the  nurse  always  takes  a  gauze  sponge 
and  squeezes  clean  water  on  the  parts  to  wash  away  the 
excess  of  urine,  so  that  there  will  be  no  decomposition  of  the 
urine  in  the  interim  of  urination.  I  cannot  conceive  of  urine 
from  a  healthy  bladder  doing  any  harm. 


A  PEKFECTED  OPERATION  FOR  THE  RELIEF 
OF  EXTREME  CASES  OF  CYSTOCELE,  PRO- 
CIDENTIA, AND  RECTOCELE. 


By  J.  Riddle  Goffe,  M.D., 
Neio  York,  N.  T. 


Although  I  have  never  presented  to  this  Society  any 
formal  paper  upon  this  subject,  many  of  you  are  more  or 
less  familiar  with  my  work  in  endeavoring  to  construct  a 
perfected  operation  for  the  serious  and  annoying  condition 
set  forth  in  the  title  of  my  paper.  This  condition,  as  I 
am  sure  you  all  recognize,  has  been  difficult  to  relieve, 
and  while  many  of  the  best  minds  in  our  specialty  have 
given  much  time  and  serious  attention  to  it,  no  procedure 
has  emanated  from  their  hands  that  has  given  permanent 
or  satisfactory  results.  As  one  of  our  number,  after  sitting 
at  my  elbow  two  or  three  years  ago  and  witnessing  two  of 
my  operations,  remarked :  "I  have  long  felt  that  about  all 
the  problems  in  gynecology  have  been  satisfactorily  solved 
by  us  except  this  one  of  cystocele  and  procidentia.  I  am 
now  convinced  that  you  have  hit  upon  the  right  principle 
and  solved  the  problem." 

As  for  myself,  while  following  in  the  footsteps  of  our 
great  teachers  and  witnessing  the  failures  that  were  on 
every  hand  as  the  result  of  all  operators,  I  have  long  felt 
that  the  failure  lay  in  the  fact  that  the  fundamental  prin- 
ciple of  those  procedures,  one  and  all,  was  wrong.  This 
principle  was  the  teaching  that  the  support  of  the  pelvic 
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organs  was  below  the  organs  and  resided  in  the  floor  of  the 
pelvis.  A  flood  of  light  was  shed  upon  the  situation  when 
I  grasped  the  fact  that  the  principle  invoked  by  nature 
to  hold  the  organs  of  the  human  body  in  place  is  suspen- 
sion from  the  bony  framework  by  ligaments. 

It  has  been  my  constant  effort,  therefore,  through  these 
years  of  study  of  this  condition  to  shift  the  idea  of  support 
in  the  pelvis  from  the  perineum  to  the  ligaments,  and,  in 
the  procedure  that  I  have  devised,  I  call  into  play  that 
principle  of  support  from  above.  One  gets  the  first  inti- 
mation of  the  practicability  of  this  principle  when  he  con- 
siders the  evolution  of  man  from  the  lower  forms  of  life. 
Consider  for  a  moment  the  quadrupeds,  take  the  horse, 
the  dog,  the  cat,  for  example,  no  one  hesitates  for  a  moment 
to  recognize  the  fact  that  their  pelvic  organs  are  held  in 
place  by  ligaments.  Their  anatomical  structure — the  liga- 
ments, the  blood  supply,  etc. — are  on  the  same  plan  as  the 
human.  The  upright  posture  has  not  modified  these  mate- 
rially, and  the  functions  of  the  floor  of  the  pelvis  remain 
the  same,  viz.,  to  fill  in  anatomical  space,  and  to  assist  in 
parturition  and  in  defecation  by  lifting  the  perineum ;  over 
the  head  of  the  fetus  in  one  instance,  and  over  the  fecal 
matter  in  the  other. 

Taking  up  the  function  of  the  floor  of  the  pelvis  in  the 
support  of  the  pelvic  organs,  I  still  insist  that  ivhen  the 
uterus  and  bladder  are  in  normal  position  the  pelvic  floor 
exercises  no  influence  whatever  in  their  support.  We  have 
had  the  suggestion  that  nature  should  be  thrown  to  the 
winds ;  "we  do  not  care  how  she  does  things."  Still  I  must 
insist  that  in  the  evolution  of  organs  and  tissues  there  is 
always  discoverable  an  adaptation  of  means  to  ends  that 
cannot  be  ignored.  Some  uniform,  underlying  principle 
or  law  is  involved,  and  the  key  to  any  specified  process 
lies  in  discovering  that  general  law  or  plan.  Now  nature's 
plan  of  holding  organs  in  place  is  by  suspension.     Take 
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the  heart,  the  lungs,  they  are  suspended ;  they  do  not  rest 
upon  anything  beneath  them.  Come  down  into  the  abdom- 
inal cavity  where  are  the  liver,  the  spleen,  the  intestines, 
etc.,  all  these  organs,  we  recognize,  are  held  in  place  by 
their  ligaments,  the  abdominal  wall  simply  affording  a 
restraining  circumvallation.  Their  specific  gravity  does 
not  determine  their  relative  positions  in  the  abdominal 
cavity ;  the  liver  is  at  the  top,  and  the  lighter  organs  below. 

l^ature  is  consistent,  and  when  we  come  down  into  the 
pelvis  the  natural  conclusion  is  that  the  uterus,  like  all 
the  above-mentioned  organs,  is  held  up  by  its  ligaments. 
When  we  examine  the  uterus  we  find  that  weight  for 
weight  it  has  more  ligaments  than  any  other  organ  in  the 
the  body.  We  are  told  they  are  for  guy  ropes;  I  claim 
that  they  are  to  support  that  organ  in  place. 

It  is  within  the  experience  of  most  gynecologists  to  have 
seen  virgins  with  procidentia  of  the  uterus,  also  nulli- 
parous  women  with  procidentia  of  the  uterus.  There  is 
no  rupture  of  the  pelvic  floor ;  it  is  as  complete  according 
to  nature's  plan  of  making  the  perineum  as  is  possible, 
and  yet  there  is  prolapsus. 

Now,  if  the  perineum  is  torn  clear  through  into  the 
rectum,  its  supporting  power  entirely  gone,  the  rule  is 
that  the  uterus  and  bladder  stay  in  place.  Why  ?  Not 
because  they  are  held  up  by  what  is  left  of  the  perineal 
floor,  but  by  their  ligaments.  Why  should  there  remain 
such  uniformly  efficient  support  in  cases  in  which  the 
laceration  is  complete,  and  yet  be  so  uniformly  disastrous 
when  the  support  is  only  partially  destroyed  ?  Certainly, 
if  you  have  a  house  resting  on  a  foundation,  and  that 
foundation  is  knocked  out,  the  house  comes  down,  but 
knock  out  the  foundation  you  have  constructed  underneath 
for  the  uterus  and  still  that  organ  stays  in  place.  I  have 
yet  to  hear  any  one  answer  that  argument. 

If  the  perineum  does  not  support  these  organs,  why  do 
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we  repair  it  when  it  is  torn  ?  If  it  is  torn  partially  then 
the  organs  come  down.  Why  ?  IsTot  because  the  support 
has  been  taken  away,  but  because  there  has  been  intro- 
duced a  new  force  not  in  existence  before — an  entirely 
new  force  that  is  dragging  and  pulling  upon  the  uterus  in 
the  shape  of  a  rectocele.  This  is  explained  as  follows: 
Reaching  from  the  posterior  lip  of  the  cervix  to  the  anus 
in  an  S-shaped  curve  is  a  line  of  tissue — the  vagino-rectal 
wall.  This  obtains  when  the  tissues  are  intact.  Now, 
when  the  perineum  is  torn  to  the  second  degree  this  line 
of  tissue  is  forced  by  the  rectocele  to  make  a  greater  curve. 
After  allowing  for  a  certain  amount  of  stretching,  every 
increase  in  the  amount  of  the  rectocele  (the  curve)  neces- 
sitates the  approach  toward  each  other  of  the  two  ends  of 
this  line  of  tissue — and  as  the  distal  end  (the  anus)  is 
forced  dovsoi  by  straining  at  stool,  the  upper  end  (the 
cervix)  is  the  one  that  is  dragged  down.  This  process 
continues  to  overcome  the  supporting  power  of  the  liga- 
ments until  the  uterus  is  dragged  down  into  the  axis  of 
the  vagina,  from  there  to  the  vulva,  and  finally  out  into 
the  world  in  complete  procidentia.  Therefore,  when  we 
have  a  tear  to  the  second  degree  it  is  very  important  to 
repair  the  perineum ;  it  must  be  repaired  to  save  the  posi- 
tion of  the  uterus ;  not  because  the  support  has  been  taken 
away,  but  because,  by  reason  of  this  lesion,  a  new  force 
has  been  introduced  pulling  the  uterus  dovni.  If  it  is 
torn  clear  through  we  have  no  pull  on  the  uterus;  the 
organs  stay  in  place. 

!N"ow  about  the  causes  of  cystocele.  I  believe,  on  the 
same  principle,  that  the  bladder  is  held  up  by  its  ligaments. 
One  large  support  of  the  bladder  is  the  uterus.  The  liga- 
ments hold  up  the  uterus,  and  the  uterus  in  turn  supports 
the  bladder.  This  is  accomplished  by  the  direct  attach- 
ment of  the  bladder  to  the  anterior  wall  of  the  uterus,  and 
by  the  firm  insertion  into  it  of  the  upper  end  of  the 
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vaginal  wall.  In  addition  to  this  is  the  fascia  lata,  which 
comes  down  from  either  side,  passes  underneath  the 
bladder  and  suspends  it  as  in  a  sling  or  hammock.  These 
are  the  two  principal  supports. 

In  cjstocele  two  conditions  obtain,  viz.,  a  descent  of  the 
upper  support — the  uterus — and  a  hernia  of  the  base  of 
the  bladder  through  the  vaginal  sheath.  In  extreme  con- 
ditions all  of  the  uterus  and  bladder  may  protrude  through 
the  vulvar  opening.  In  addition  to  this,  as  described  by 
Dr.  Dickinson,  the  various  planes  of  tissue  composing  the 


Fig.  1. — A  simple  case  of  retroversion  and  descensus,  with  cystocele 
and  rectocele ;  a  common  type.  A  child-bearing  woman  in  whom  the 
uterus  should  be  retained. 

vesicovaginal  wall  may  slip  one  upon  the  other  and  the 
bladder  wall  slide  down  below  its  normal  relative  position. 
It  is  quite  true  that  it  is  impossible  in  extreme  cases  of 
procidentia  to  restore  all  the  parts  to  an  ideal  normal 
position  that  shall  be  permanent.  My  contention  is,  how- 
ever, that  we  should  aim  to  accomplish  that  as  nearly  as 
possible.  And  that,  I  believe,  is  what  my  operation  does. 
Let  us  consider  for  a  moment  the  physiological  action  of 
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the  bladder.  Howard  Kelly  lias  clearly  described  this  as 
follows :  "As  the  bladder  empties,  the  upper,  more  movable 
portion,  covered  with  peritoneum,  settles  down  into  the 
lower  and  relatively  more  fixed  portion,  which  lies  in  close 
relation  to  the  vagina,  until  it  comes  to  lie  within  it,  as 
one  saucer  rests  in  another.  During  respiration  the  free 
upper  half  may  be  seen  (through  the  cystoscope)  moving 
on  the  lower  half,  as  if  hinged,  and  the  line  of  demarcation 
between  them  may  be  distinctly  made  out.  At  the  edges, 
where  the  two  saucers  meet,  three  folds  are  formed — the 
right,  left,  and  posterior.  The  posterior  fold  stretches 
from  side  to  side  in  front  of  the  uterus ;  it  is  gently  convex 
forward,  following  the  contour  of  the  uterus  and  ends  in 
front  of  each  broad  ligament,  where  each  lateral  fold 
begins  and  extends  horizontally  around  toward  the  urethra. 
These  folds  represent  the  physiological  hinges  on  which  the 
bladder  moves  in  expanding  and  collapsing.  The  apices, 
where  the  posterior  fold  joins  the  lateral  folds  in  front  of 
the  broad  ligaments  are  called  the  right  and  left  vesical 
cornua." 

The  operation  I  have  devised  takes  cognizance  of  the 
two  distinct  hemispheres  of  the  bladder,  viz.,  that  portion 
below  the  line  of  hinges — the  base  of  the  bladder — ^which 
is  a  comparatively  fijxed,  inelastic,  immobile  structure, 
and  the  upper  hemisphere,  which  is  covered  by  peritoneum 
and  is  elastic  and  expansive.  Speaking  concisely,  the 
operation  restores  the  base  of  the  bladder  to  its  normal 
immobile  position  and  condition,  allowing  the  upper  hem- 
isphere to  expand  and  contract  as  its  physiology  requires. 
This  is  accomplished  in  simple  cases  by  dissecting  the  base 
of  the  bladder  free  from  all  of  its  attachments,  hanging 
the  uterus  in  its  normal  position  by  shortening  its  liga- 
ments, and  then  restoring  the  bladder  to  its  original  posi- 
tion and  fastening  it  there  in  such  a  way  as  to  carry  it  up 
into  the   pelvis   and   restore  the  former  line  of  hinges. 
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Three  chromic  catgut  stitches — one  in  the  median  line  and 
one  at  each  cornua  of  the  bladder — spread  out  and  fix  the 
base  of  the  bladder,  after  which  the  facial  sheath  and 
mucous  membrane  of  the  vagnia  are  cut  out  sufficiently  to 
make  the  vaginal  wall,  when  its  edges  are  stitched  together, 
snugly  fit  the  base  of  the  bladder  in  its  new  position. 

In  cases  of  extreme  procidentia,  especially  in  women 
at  or  beyond  the  childbearing  period,  the  uterus  is  removed 
and  the  broad  ligaments  stitched  together  across  the 
pelvis,  taking  all  the  slack  necessary  to  make  them  taut. 


Fig.  2. — Transverse  incision  made  in  front  of  cer\Tx  and  longitudinal 
incision  from  N  to  P.  The  peritoneal  cavity  has  been  entered  at  O, 
the  uterus  carried  up  into  place,  and  the  round  ligaments  shortened. 

Upon  this  newly  constructed  plane  of  tissue  the  bladder 
wall  is  spread  out  and  stitched  in  the  manner  similar  to 
that  previously  described.  To  this  support  is  also  attached 
the  upper  end  of  the  vagina  after  its  wall  has  been  abbre- 
viated to  bring  into  support  the  fascia  lata.  In  all  cases 
in  which  rectocele  exists  the  perineum  is  repaired. 

The  technic  of  this  operation  is  as  follows:  A  cross  in- 
cision slightly  curved  or  straight  is  made  in  front  of  the 
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cervix  as  in  vaginal  hysterectomy.  The  middle  point  of 
this  incision  is  then  caught  with  an  artery  clamp  and 
firmly  dragged  down,  while  with  a  blunt  spud  or  dissector 
the  bladder  is  stripped  off  from  the  interior  face  of  the 
vaginal  fascia,  reaching  out  well  on  either  side  till  the 
entire  organ  is  set  quite  free  throughout  its  entire  base 
and  sides.  The  anterior  vaginal  wall  is  then  slit  up  vsdth 
scissors  in  the  median  line  throughout  its  entire  length, 
reaching  well  up  to  the  base  of  the  urethra.  The  base  of 
the  bladder  is  then  lifted  on  a  retractor,  the  vesico-uterine 


Fig.  3. — The  vagina  has  been  dissected  from  the  bladder  at  either 
side  of  the  longitudinal  incision  and  the  vesico-uterine  peritoneum  torn 
through.  Point  B  is  selected,  which,  when  carried  to  C,  will  lift  the 
curve  AB  to  SL  straight  line,  A  C,  when  it  is  secured  by  suture. 

pouch  entered  and  the  peritoneum  torn  across  the  face  of 
the  uterus  out  onto  the  broad  ligaments.  Through  the 
opening  thus  made  the  fundus  uteri  is  restored  to  its 
normal  position  and  maintained  there  by  the  shortening  of 
its  round  ligaments.  The  object  of  the  next  procedure  is 
to  carry  up  into  the  pelvis  and  to  fix  the  firm  immovable 
base  of  the  bladder  according  to  nature's  plan,  by  following 
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Kelly's  description;  i.  e.,  to  restore  the  folds  or  hinges  of 
the  bladder,  by  fastening  the  bladder  up  not  only  in  the 
median  line,  but  also  restoring  the  two  cornua  of  the 
bladder.  To  accomplish  this  a  point  is  selected  in  the 
middle  line  of  the  base  of  the  bladder  wall,  which  when 
carried  up  to  the  torn  edge  of  the  peritoneum  on  the  ante- 
rior face  of  the  uterus,  middle  point,  will  take  up  all  the 
slack  in  the  base  of  the  bladder,  making  a  comparatively 
straight  line,  from  the  urethra  to  the  uterus.  Through 
this  point  a  suture  is  passed  and  carried  also  through  the 


Fig.  4.— Point  C  in  Fig.  3  is  carried  to  C,  Fig.  5,  and  B  to  B.  The 
vaginal  membrane  and  fascia  have  been  trimmed  to  fit  and  suture 
applied. 

selected  point  on  the  anterior  face  of  the  uterus,  catching 
up  in  its  course  the  corresponding  torn  edge  of  the  peri- 
toneum on  the  bladder.  This  suture  is  left  long  and  is  not 
tied  till  all  the  sutures  are  passed.  Two  points  are  then 
selected  in  the  base  of  the  bladder,  one  at  either  side  on  a 
transverse  line  with  the  first  selected  point,  and  equally 
distant ;  these  two  pints  indicate  the  cornua  of  the  bladder. 
Through  them  similar  sutures  are  passed  and  carried 
through  a  point  on  the  torn-off  edges  of  peritoneum  on  the 
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surface  of  either  broad  ligament,  or  through  the  round 
ligaments,  sufficiently  distant  from  the  middle  point  to 
take  up  all  the  slack  in  the  base  of  the  bladder,  from  side 
to  side ;  these  sutures  are  also  left  long.  The  three  sutures 
are  then  tied  successively,  beginning  with  the  middle  one. 
The  effect  of  this  is  to  stretch  the  base  of  the  bladder  iaut 
and  smooth  in  every  direction.  This  restores  the  support 
of  the  bladder  which  is  derived  from  the  uterus ;  in  addi- 
tion to  this  it  is  necessary  to  overcome  the  condition  of 
hernia,  and  secure  to  the  bladder  the  support  which  it 
receives  from  the  fascia  lata.  This  is  accomplished  in  the 
following  manner:  The  fascia  along  the  middle  line  of 
the  vaginal  incision,  and  the  mucous  membrane  as  well, 
are  then  trimmed  off  at  either  side  sufficiently  to  remove 
the  overstretched  and  ruptured  part  of  the  fascia  and 
secure  for  support  the  strong  uninjured  portion  of  the 
fascia  lata.  The  freshened  edges  of  the  fascia  lata  and 
vaginal  mucous  membrane  are  stiched  together  throughout 
the  whole  length  of  the  vagina,  thus  bringing  it  up  snugly 
against  the  base  of  the  bladder.  The  uterine  end  of  the 
vaginal  incision  is  then  stitched  to  the  uterus  directly 
under  the  attachment  of  the  bladder. 

To  secure  the  uterus  against  the  disastrous  pulling  of  a 
rectocele,  the  floor  of  the  pelvis  is  restored,  being  careful 
to  secure  the  fascia  of  the  levator  ani ;  and  the  operation 
is  complete. 

Previous  to  beginning  this  part  of  the  operation,  any 
lacerations  of  the  cervix  are  repaired,  the  uterus  dilated 
and  curetted,  and  packed  with  gauze.  At  the  close  of  the 
operation  a  piece  of  vaginal  gauze  is  attached  to  the  uterine 
gauze  to  assist  in  removal,  and  the  vagina  lightly  packed. 
This  gauze  is  all  removed  upon  the  third  day.  'No  vaginal 
douches  are  given  in  the  after-treatment,  unless  there 
should  be  a  vaginal  discharge,  and  then  only  for  cleansing 
purposes,  at  a  temperature  of  100    F. 
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Fig.  5. — The  uterus  has  been  removed.  B.  B.  Broad  hgaments. 
R.  R.  Round  Hgaments.  A  suture  of  silk  or  Hnen  is  passed  through 
the  round  Hgaments  at  a  sufficient  distance  from  the  ends  to  make 
them  draw  taut  when  the  suture  is  tied.  The  suture  is  then  continued 
down  the  entire  width  of  the  broad  Hgaments,  turning  aU  the  raw 
surfaces  posterior,  and  forming  a  bridge  of  tissue  upon  which  the 
bladder  is  spread  out  and  supported. 


li^ 


Fig.  6. — The  rountl  and  broad  ligaments  have  been  sutured  as 
previously  described.  Four  sutures  of  chromic  gut  No.  2  are  then 
passed  and  left  long  until  all  are  in  position.  Suture  A  is  then  passed 
through  the  tissue  in  the  base  of  the  bladder  at  its  middle  point  (B. 
Fig.  3),  and  then  in  succession  ("  is  similarly  passed  one  inch  to  the 
right  of  B  (Fig.  3),  and  B  one  inch  to  the  left  of  the  same  point, 
these  sutures  are  then  tied  in  succession  from  side  to  side.  .Suture 
D  (after  the  longitudinal  incision  in  the  vagina  has  been  closed)  is 
passed  through  the  upper  end  of  the  vagina  and  tied,  thus  securing 
it  to  the  broad  ligaments. 
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I  have  thought  it  well  to  review  the  steps  in  this  pro- 
cedure for  the  milder  cases  of  displacement  and  cystocele, 
as  the  operation  I  now  use  for  the  extreme  cases  of  pro- 
cidentia is  simply  an  application  of  the  same  principle  to 
the  more  advanced  condition.     In  these  cases  which  occur 
in  women  at  or  near  the  menopause,  there  is  such  a  relaxa- 
tion and  complete  lack  of  support  in  the  tissues  that  normal 
sustaining  qualities  of  the  ligaments  are  hopelessly  lost. 
As  age  comes  on  there  is  frequently  a  change  in  the  direc- 
tion, or  the  point  of  impact  of  the  intra-abdominal  pressure 
due  to  the  elimination  of  the  vertebral  and  pelvic  curves, 
a  settling  down  upon  each  other,  as  it  were,  of  the  abdom- 
inal and  pelvic  cavities.    All  methods  that  have  previously 
been  resorted  to  to  retain  the  uterus  in  these  cases  have 
proved  unavailing.     It  matters  not  what  the  procedure, 
even  the  stitching  of  the  fundus  between  the  muscles  and 
the  fascia  of  the  recti  does  not  prevent  the  cervix  and 
bladder    from    protruding    sooner    or    later    through    the 
vulva.     It  is  my  custom,  therefore,  in  all  these  cases  to 
remove  the  uterus,  and  in  order  to  enable  me  to  carry  out 
the  features  of  my  operation,  as  previously  described,  I 
stitch    together    the    broad    ligaments    across    the    pelvis, 
taking  in  all  the  slack  necessary  to  make  them  taut.    Upon 
this  newly  constructed  plane  of  tissue  the  bladder  wall  is 
spread  out  and  stitched,  and  thereby  receives  its  support. 
To  this  is  also  attached  the  upper  end  of  the  vagina,  after 
its  wall  has  been  abbreviated,  to  bring  into  support  the 
fascia  lata.     In  cases  in  which  the  rectocele  is  large  and 
the  rectal  wall  very  redundant,  I  have  applied  the  principle 
of  plication  to  the  anterior  rectal  wall,  taking  as  many  as 
two  or  even  three  tucks,  by  means  of  buried  sutures  passed 
longitudinally  to  the  lumen  of  the  gut  in  lines  running 
across  from  side  to  side.     In  front  of  this  the  pelvic  floor 
is  reconstructed.      The  effect  of  this  is  most  admirable, 
and  the  permanent  results  pleasing  to  the  last  degree. 
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The  Technic.  In  the  removal  of  the  uterus  the  blood 
supply  is  controlled  by  a  chain  ligature  of  plain  catgut 
reaching  from  the  base  of  the  broad  ligaments  to  the 
border  above.  In  the  process  of  removing  the  uterus  the 
bladder  is  dissected  away  from  its  attachments  to  the 
vagina,  and  the  vaginal  wall  incised  with  the  T-incision. 
This  permits  of  the  insertion  of  a  broad  retractor  which 
gives  free  access  to  the  entire  pelvic  cavity.  In  full  view 
and  with  ready  access,  beginning  with  the  round  ligaments, 
the  broad  ligaments  are  stitched  firmly  together  down  to 
their  base.  In  doing  this  care  is  taken  to  reach  out  suffi- 
ciently far  on  the  ligaments  on  either  side  to  make  them 
pull  taut  across  the  pelvis.  This  turns  the  raw  edges  of 
the  stumps  posteriorly  and  gives  a  smooth  peritoneal  sur- 
face on  which  to  spread  out  the  bladder.  Three  sutures  of 
chromic  catgut  No.  2  are  then  passed  through  the  round 
ligaments,  one  at  their  middle  juncture  and  the  other  two  at 
either  side,  at  a  distance  of  two  inches ;  these  are  left  long 
and  successively  passed  through  selected  points  in  the  base 
of  the  bladder  sufficiently  near  to  the  urethra  to  spread 
out  the  bladder  upon  the  broad  ligaments  in  a  smooth 
plane  reaching  from  the  urethra  to  the  points  of  attach- 
ment; the  two  lateral  sutures  carrying  the  cornua  of  the 
bladder,  and  the  middle  one  catching  up  the  peritoneum 
on  the  fundus  of  the  bladder,  as  previously  described.  The 
anterior  vaginal  wall  and  fascia  are  then  trimmed  away 
and  stitched  with  interrupted  sutures.  The  upper  end  of 
the  line  of  sutures  being  stitched  to  the  broad  ligament 
plain  snugly  beneath  the  bladder. 

To  overcome  the  rectocele,  a  strip  of  mucous  membrane 
the  width  of  the  rectum,  is  removed  from  the  posterior 
vaginal  wall  from  the  upper  end  of  the  vagina  to  the  vulva. 
The  hand  being  protected  by  a  rubber  glove,  the  left  index- 
finger  is  passed  into  the  rectum.  With  this  as  a  guide, 
beginning  with  the  torn  edge  of  peritoneum  above,  a  line 
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of  buried  chromic  catgut  sutures  is  inserted,  the  stitches 
passing  up  and  down,  and  taking  in  as  much  tissue  as 
seems  wise.  If  this  line  of  sutures  does  not  obliterate  the 
bulging  of  the  rectum,  a  second  line  of  sutures  is  passed, 
and  sometimes  even  a  third.  In  front  of  this  the  gaping 
vagina  is  closed  with  interrupted  chromic  sutures.  The 
pelvic  floor  being  carefully  restored  as  the  vulva  is  ap- 
proached. 

It  is  important  in  these  cases  to  drain  the  broad  liga- 
ment stumps  by  a  strip  of  gauze  packed  into  the  cul-de-sac 
of  Douglas.  Care  must  be  taken,  therefore,  not  to  close 
the  head  of  the  vagina  too  tightly.  This  gauze  is  left  in 
place  till  the  third  day  and  then  gradually  removed. 

In  these  cases  of  procidentia  the  conditions  do  not  differ 
much  except  in  degree.  I,  therefore,  have  not  deemed  it 
necessary  to  report  a  series  of  cases.  Suffice  it  to  say  that 
in  not  a  single  case  in  which  this  procedure  has  been 
applied  in  all  its  details  have  I  had  a  single  disappoint- 
ment or  unsatisfactory  result  after  years  of  watching. 


DISCUSSION. 


Dr.  Charles  Jewett. — I  have  had  the  privilege  and 
pleasure  of  watching  Dr.  Goffe  do  this  work,  and  his  technique 
is  certainly  the  most  complete  and  perfect  of  any  I  know. 
I  have  been  especially  gratified  to  observe  that  he  concludes 
the  operation  by  securely  building  up  the  perineal  buttress 
beneath  the  bladder. 

I  must  take  exception  to  the  doctor's  view  that  the 
stability  of  the  pelvic  organs  depends  on  suspension  only. 
These  organs  are  both  suspended  and  supported.  The 
underlying  supports  as  well  as  the  suspensory  ligaments  are 
concerned  in  the  mechanism  of  prolapse. 

In  case  of  abdominal  viscera,  hernia  never  occurs  mthout 
some  lesion  of  the  abdominal  walls.     Neither  can  hernia 


74     OPERATION  FOR  RELIEF  OF  CYSTOCELE 

of  a  pelvic  organ  take  place  without  some  defect  of  the 
pelvic  floor. 

The  principal  supporting  structure  in  the  pelvic  floor 
is  made  up  of  the  levator  ani  muscles  and  their  fascial 
coverings.  The  essential  part  of  the  levator  ani  in  its 
relation  to  prolapse  is  the  pubococcygeus. 

The  course  of  the  pubococcygei  is  nearly  parallel  with 
the  median  line,  running  laterally  to  vagina  and  rectum. 
The  interspace  between  these  muscles  is  bridged  by  strong 
fascial  sheets. 

An  important  factor  in  the  etiology  of  pelvic  visceral 
prolapse  is  diastasis  of  the  pubococcygei  muscles,  permitting 
hernial  protrusion  of  pelvic  organs  between  them.  The 
cause  of  the  diastasis  is  laceration  of  the  intervening  fascia, 
especially  at  its  strongest  point,  the  central  perineal  tendon. 
An  essential  part  of  the  repair  work  is  the  restoration  of  the 
levators  to  their  normal  relation  with  each  other. 

Dr.  I.  S.  Stone. — This  subject  is  one  of  great  interest  to 
me  and  I  think  Dr.  Goffe  has  given  us  a  paper  with  some 
new  thoughts  in  it.  I  was  going  to  say  something  like  what 
Dr.  Jewett  has  said,  that  we  cannot  avoid  giving  all  possible 
support  to  the  pelvic  floor.  I  am  a  little  inclined  to  think  that 
Dr.  Goffe  is  getting  away  from  the  position  he  took  a  year  or 
two  ago.  He  is  right  as  to  his  motto  to  suspend  all  the 
viscera  rather  than  support  them  from  below.  However,  I 
do  not  understand  that  we  should  adopt  that  theory  in  its 
entirety  because  the  bladder  is  a  movable  organ.  It  is  an 
organ  which  is  filled  at  times  with  fluid,  and  the  pressure 
must  be  in  all  directions,  and  especially  downward  on  account 
of  the  weight  of  the  contents.  Now,  I  know  that  Dr.  Goffe 
and  all  of  us  who  do  these  operations  practically  agree  that 
we  base  the  support  and  strength  of  the  operation  upon 
the  pelvic  fascia,  and  the  new  formation  of  adhesions  which 
we  provide  for  in  the  separation  of  the  vagina  from  the 
bladder  instead  of  the  ordinary  denudation  which  Emmet 
taught  us.  That  one  fact  is  the  foundation  principle  upon 
which  we  build  all  these  modern  operations.  When  it  comes 
to  "suspension,"  which  is  possible  with  the  abdomen  opened, 
we  can  suspend  the  bladder  upon  the  uterus  at  a  higher 
point,  or  in  the  direction  of  the  triangle  which  Dr.  Goffe  has 
drawn  upon  the  board.     When  we  open  up  from  the  lower 
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side  through  the  vagina,  I  do  not  see  how  it  can  be  called  a 
suspension  operation.  This  method  or  a  similar  one  has 
given  me  the  utmost  satisfaction,  and  I  can  say  that  I  have 
no  knowledge  of  any  case  of  cystocele  or  prolapse  having 
recurred.  I  do  not  mean  to  convey  the  idea  that  my  work 
is  better  than  that  of  any  other  surgeon,  but  the  possibilities 
of  this  operation  are  so  thoroughly  good,  that  if  any  of  you 
will  try  it,  I  am  sure  you  will  be  rewarded  with  perfect 
success. 

Dr.  Seth  C.  Gordon. — I  want  to  say  a  word  in  commend- 
ation of  Dr.  Goffe's  paper,  and  particularly  that  part  of  it 
which  deals  with  the  question  of  removing  the  uterus  in  all 
these  cases  of  procidentia.  I  am  satisfied  all  of  the  work  we 
have  been  doing  heretofore  in  our  efforts  to  fix  the  uterus 
after  we  have  had  complete  procidentia  have  been  of  very 
little  avail.  The  supports  give  way  after  a  while,  and  the 
result  is  the  uterus  is  down  again.  Of  late  I  have  been 
removing  the  utems  in  every  case  and  stitching  up  the 
remnants  of  the  vagina  to  the  broad  ligaments  and  fixing  it 
as  well  as  possible,  and  I  agree  that  we  open  a  new  line  of 
work  in  that  direction  when  we  begin  by  removing  the 
uterus. 

Dr.  Clement  Cleveland. — I  have  followed  the  operation 
that  has  been  described  by  Dr.  Goffe  for  some  years.  The 
theory  of  the  discussion,  I  think,  we  can  set  aside.  We  may 
differ  as  to  the  function  of  the  perineum,  as  to  whether  it  is  a 
partial  or  a  great  deal  of  support  to  the  organs  above  or  not. 
The  question  is  whether  this  operation  succeeds.  In  my 
hands  it  does  succeed  in  the  great  majority  of  cases.  I 
have  done  it  over  thirty  times,  and  I  can  think  of  no  case 
where  it  has  not  been  a  complete  success.  In  one  or  two  of 
my  early  cases  the  results  were  not  quite  as  satisfactory  as 
those  in  my  later  ones,  but  it  is  an  operation  which  I  think 
in  the  future  will  take  the  place  of  any  other  operation  for 
cystocele. 

There  is  one  point  I  wish  to  speak  of  and  that  is  in  regard 
to  the  use  of  the  suture  material.  Dr.  Goffe  uses  the  chro- 
micized  gut — the  forty-day  gut.  At  first,  I  followed  his 
plan  of  using  catgut  exclusively.  I  found  that  a  permanent 
suture,  one  which  will  last  four  or  five  weeks,  is  more  efficient, 
and  therefore  I  use  silkworm  gut,  especially  for  the  suture 
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which  attaches  the  bladder  to  the  uterus  high  up,  and  I  allow 
it  to  remain  for  five  or  six  weeks,  having  the  patient  come  to 
my  office  for  the  removal  of  the  sutures  after  the  perineum 
shows  strength  enough.  Within  the  last  ten  days  a  prom- 
inent gynecologist  of  New  York  did  this  operation  and  used 
chromicized  forty-day  catgut.  At  the  end  of  ten  days  the 
stitches  gave  way;  the  woman  had  a  violent  hemorrhage, 
and  was  in  a  precarious  condition  for  a  few  moments.  The 
operation  had  to  be  repeated  and  permanent  sutures  were 
used,  but  in  this  one  case  chromicized  forty-day  catgut  did 
not  last  ten  days,  but  gave  way  from  distention  of  the 
bladder. 

Dr.  C.  C.  Frederick. — I  would  like  to  discuss  this  subject 
inasmuch  as  the  use  of  catgut  has  been  brought  up.  I  have 
been  doing  this  operation  practically  for  some  time.  Each 
one  has  his  own  technique.  For  the  last  four  or  five  years  I 
have  taken  the  stand  that  in  cases  of  advaned  procidentia  the 
removal  of  the  uterus  as  a  part  of  the  operation  is  the  sine 
qua  non  to  success,  and  I  practise  it.  I  think  I  have  done 
seventy-five  or  eighty  of  these  operations  for  procidentia. 
I  have  invariably  used  catgut  in  the  closure  of  every  bit 
of  my  suturing,  and  have  had  no  ill  results.  I  do  not  use 
non-absorbable  sutures  of  any  kind  in  this  class  of  work. 
One  may  use  chromicized  gut  where  he  wants  the  sutures  to 
be  retained  and  plain  catgut  in  other  places,  but  he  can  use 
catgut  if  it  is  properly  prepared  and  the  operation  is 
aseptic,  and  get  primary  union.  He  can  get  results  with 
chromic  gut  just  as  he  can  with  non-absorbable  sutures  or 
better. 

Dr.  Joseph  Brettauer. — I  agree  with  Dr.  Stone  when  he 
said  that  Dr.  Goffe  has  slightly  receded  from  his  position  since 
we  heard  him  on  this  subject  two  months  ago.  When  I  look 
at  picture  number  five,  where  Dr.  Goffe  has  transplanted 
point  B  to  its  new  place  and  expects  the  bladder  to  remain 
suspended,  I  should  think  that  he  runs  counter  to  the  laws 
of  gravitation.  The  weight  of  the  urine  from  the  gradually 
filling  bladder  tends  downward,  and  if  the  fascia  is  not 
strong  enough  to  resist  this  weight,  -vv-ithin  a  short  time 
recurrence  takes  place.  Now,  in  addition  to  that,  according 
to  this  picture  the  uterus  lies  on  top  of  the  bladder  and  this 
would  facihtate  recurrence. 
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My  own  method  for  years  has  been  just  the  reverse  of 
that  mentioned  by  some  of  our  members,  that  is,  in  extreme 
cases  of  procidentia  to  remove  the  uterus.  I  think  it  deprives 
us  of  a  means  of  holding  back  the  vagina.  I  invariably  do 
an  extensive  plastic  operation  which  starts  with  a  longitudinal 
incision  in  the  vagina,  which,  by  the  way,  was  advocated  by 
Saenger,  who  was  the  first  man  to  start  this  operation  for 
cystocele  without  resecting  the  vaginal  mucous  membrane. 
I  have  extended  the  operation  on  the  vagina,  with  dis- 
placement of  the  bladder,  and  with  practical  occlusion  of  the 
utero vesical  space,  The  uterus  is  fastened  with  the  fascia 
high  up,  the  suture  is  inserted  into  the  fascia,  and  in  these 
extreme  cases  of  procidentia  I  have  rarely  seen  recurrence 
in  the  last  five  years. 

Dr.  J.  M.  Baldy. — I  am  also  pleased  to  notice  with 
others  that  Dr.  Goffe  has  shifted  a  little  from  the  position  he 
took  in  regard  to  this  operation  when  I  heard  him  two 
months  ago.  I  think  there  is  still  room  for  improvement. 
This  operation  is  intended,  I  take  it,  for  extreme  cases  of 
procidentia,  and  I  shall  not  say  anything  in  regard  to  it  as  a 
simple  cystocele  operation  alone,  because  it  is  so  outrageously 
extensive  in  its  denudative  qualities  and  so  dangerous  in  its 
possible  results  as  to  be  absolutely  unwarranted  as  a  simple 
cystocele  operation.  I  have  a  word  to  say  in  consideration 
of  it  in  cases  of  extreme  procidentia.  Let  us  take  picture  five. 
It  could  not  be  more  faulty.  It  could  not  present  a  more 
faulty  position  of  affairs  to  us  if  it  were  drawn  for  that 
purpose.  Who  ever  saw  a  case  of  extreme  procidentia  with 
the  uterus  up  in  that  position?  It  is  above  the  natural 
position,  above  the  symphysis  pubis. 

Dr.  Cleveland  says,  after  all,  it  is  the  practical  results  that 
tell,  and  I  agree  with  him.  I  would  hate  to  pass  on  an 
operation  that  I  was  not  absolutely  familiar  with,  and  in 
sympathy  with  in  my  own  work.  It  has  been  my  habit  of 
life  to  go  to  headquarters  to  see  the  man  who  is  most  expert 
to  do  this  work,  and  I  went  to  see  Dr.  Goffe.  I  do  not  know 
of  a  prettier  demonstration  of  an  absolutely  flat-footed  failure 
than  I  saw.  The  dissection  was  beautiful,  but  after  seeing 
the  operation  I  think  I  shall  not  undertake  it.  When  the 
operation  was  completed  the  whole  uterus  was  at  the  \T.ilva, 
and  Dr.   Goffe  pushed  it  back  into  the  vagina  with  his 
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fingers.  It  was  down  as  low  as  when  the  operation  began, 
and  I  imagine  it  is  still  down  or  will  be  shortly. 

Dr.  Le  Roy  Broun. — I  was  not  present  at  the  operation 
of  which  Dr.  Baldy  speaks,  but  I  can  say  this:  I  have  seen 
Dr.  Gofife  do  this  operation  often.  I  have  done  it  myself,  and 
I  have  had  the  privilege  of  seeing  one  of  the  patients  upon 
whom  he  had  operated  about  a  year  ago,  and  a  more  ideally 
perfect  result  I  have  never  seen.  The  patient  came  into  the 
hospital  for  some  other  purpose,  and  Dr.  Goffe  asked  me 
whether  I  would  care  to  see  the  result.  The  posterior  wall 
was  against  the  anterior.  When  the  posterior  wall  was 
drawn  down  from  the  anterior  with  a  speculum,  the  anterior 
wall  held  its  place  without  any  sagging.  The  uterus  was  in 
excellent  position.  I  think  some  of  the  criticism  is  unfair. 
As  Dr.  Cleveland  has  said,  it  is  the  results  we  get  that  count. 
There  are  those  who  perhaps  would  not  care  to  do  this 
extensive  operation,  and  yet  for  pronounced  cystocele  it  is 
an  admirable  procedure. 

Dr.  Clement  Cleveland. — I  merely  want  to  say  an 
additional  word  or  two  before  Dr.  Gofife  closes  the  dis- 
cussion. I  was  present  with  Dr.  Baldy  when  Dr.  Gofife  did 
this  operation,  and  I  enjoyed,  as  I  always  do,  sitting  by  his 
side.  He  says  that  the  bladder  and  uterus  were  down  after 
the  operation,  and  that  Dr.  Gofife  pushed  them  back.  I 
examined  that  case  two  weeks  after  operation  and  I  never 
saw  a  more  perfect  result  of  an  operation.  The  uterus  was 
in  place.    Everything  was  in  place. 

Dr.  George  Gray  Ward,  Jr. — If  Dr.  Goffe  needs  any  more 
testimony  as  to  the  merits  of  his  operation  I  am  happy  to 
be  able  to  add  mine,  as  he  taught  me  this  operation  five  or 
six  years  ago,  since  which  time  I  have  operated  after  this 
manner  on  a  large  number  of  cases.  I  can  only  bear  out 
what  the  gentleman  who  has  preceded  me  has  said,  namely, 
the  results  speak  for  themselves.  I  have  never  seen  a  failure 
from  the  operation  where  it  was  properly  done,  and  the 
patient  is  always  satisfied  with  the  relief  of  her  symptoms, 
and  that  is  the  most  important  side  of  the  matter  after  aU. 

Dr.  a.  Lapthorn  Smith. — I  have  heard  a  great  deal 
about  this  operation  which  Dr.  Goffe  has  described,  and 
those  who  have  seen  it  performed  speak  highly  of  it.  It  is 
too  difficult  an  operation  for  me.    I  have  found  something 
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that  does  very  well  and  is  a  great  deal  easier  to  do,  and  that 
is,  peeling  off  the  bladder  from  the  utenis,  and  peeling  it  off 
the  vagina  completely,  pushing  the  bladder  up  onto  the 
abdominal  wall,  bringing  the  uterus  down  into  its  place,  and 
sewing  the  vagina  to  the  anterior  wall  of  the  uterus.  The 
only  objection  that  has  occurred  to  me  from  following  this 
method  is  that  I  do  not  know,  and  I  do  not  care  very  much, 
what  happens  to  that  portion  of  the  bladder  which  is  exposed 
in  the  peritoneal  cavity.  This  method  is  a  comparatively 
easy  one  for  ordinary  operators. 

Dr.  J.  Riddle  Goffe  (closing). — In  reply  to  the  remarks 
of  Dr.  Byford,  that  I  am  turning  up  some  raw  surface  into 
the  peritoneal  cavity,  where  the  peritoneum  has  been  taken 
away,  I  wish  to  say  that  all  this  surface  is  covered  in  by  the 
stitch  that  catches  the  bladder  peritoneum  where  it  is  torn 
away  from  the  uterus. 

Dr.  Byford. — It  wrinkles  up  a  little. 

Dr.  Gofee. — It  does  not  matter  how  much  you  wrinkle 
up  the  wall  of  the  bladder,  it  will  smooth  itself  out  by  mus- 
cular contraction. 

Dr.  Jewett  throws  out  the  suggestion  that  I  am  careful 
to  construct  a  good  perineum  and  so  make  sure  of  a  sub- 
stantial support  from  below.  Now  I  tried  to  make  it  clear 
that  it  is  not  for  the  purpose  of  building  up  a  support  that 
I  construct  the  pelvic  floor,  to  eradicate  the  force  that  is  not 
there  naturally,  viz.:  the  dragging  down  of  the  rectocele. 
No  operation  in  this  class  of  cases  that  fails  to  eliminate  the 
rectocele  can  hold  for  any  length  of  time. 

Dr.  Brettauer  spoke  from  a  theoretical  standpoint.  He 
says  he  thinks  if  the  bladder  is  attached  up  there  it  will  give 
way.  Now,  the  proof  of  the  pudding  is  in  the  eating,  and  I 
think  we  have  had  testimony  today  upon  this  operation 
showing  that  the  tissues  do  hold  and  the  results  are  good. 

In  regard  to  my  friend  Dr.  Baldy,  I  thought  when  I 
invited  him  to  see  my  operation,  I  was  inviting  a  bold, 
fearless  surgeon,  but  it  seems  I  was  dealing  with  a  timid 
man,  who  confesses  he  would  not  dare  do  the  operation. 
I  have  never  regarded  myself  as  an  exceptionally  bold  and 
fearless  surgeon  and  yet  I  am  doing  this  operation  every 
week,  sometimes  twice  a  week  or  more,  and  I  never  quail 
at  what  is  presented  there  in  any  way  whatsoever.    There  is 
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no  active  arterial  or  venous  hemorrhage.  There  is  only  the 
oozing  that  comes  from  the  widely  dissected  tissue,  and 
that  takes  care  of  itself.  Sometimes  I  am  obliged  to  apply 
one  or  two  ligatures,  but  I  frequently  have  a  series  of  cases 
in  which  no  ligature  is  necessary.  The  results,  as  has  been 
said,  are  as  perfect  as  anything  that  is  accomplished  in  any 
line  of  work.  I  have  had  these  patients  under  observation 
since  I  first  began  to  do  the  operation,  and  I  have  been 
entirely  satisfied. 

With  reference  to  the  normal  position  of  the  uterus,  I  do 
not  think  we  can  expect  to  have  an  ideal  position  of  the 
uterus  any  more  than  we  can  expect  to  have  an  absolutely 
ideal  nose  on  every  man's  face.  If  the  fundus  lies  well  to  the 
front,  and  the  cervdx  points  posteriorly,  that  is  all  we  want. 
The  bladder  will  take  care  of  itself.  When  I  retain  the 
uterus  I  am  careful  to  shorten  the  round  ligaments  and  in 
many  instances  the  uterosacral  ligaments  as  well,  to  make 
sure  that  the  uterus  hangs  high  in  the  pelvis.  To  this 
the  bladder  is  stitched  and  then  the  fascia  lata  brought 
together  from  either  side. 


INTKAMUEAL    SEQUESTKATIOIT    AND    FIXA- 
TION OF  THE  CORPUS  AND  FUNDUS  UTERI 
FOR  THE  CURE  OF  PROCIDENTIA 
UTERI  EXISTING  IN  WOMEN 
WITH  WHOM  FURTHER 
PREGNANCY  IS  NOT 
POSSIBLE. 

By  Philander  A,  Harris,  M.D., 
Paterson.  N.  J. 


I  HAVE  subjected  six  women  to  a  possibly  novel  proce- 
dure for  the  cure  of  procidentia  uteri,  and  since  these 
operations  have  been  followed  by  most  gratifying  results 
I  wish  to  describe  the  operation  for  whatever  interest  or 
value  it  may  possess  for  others. 

DESCEIPTION    OF    THE    OPEKATION. 

Cut  a  median-line  abdominal  incision  from  one  inch 
beneath  the  umbilicus  downward  for  three  or  four  inches, 
and  deliver  therethrough  the  corpus  and  fundus  uteri. 

While  an  assistant  grasps  and  draws  the  uterus  well  out 
of  the  incision,  the  cut  edges  of  the  parietal  peritoneum 
are  sewn  to  and  around  the  uterus  at  the  junction  of  the 
cervix  with  its  corpus.  This  sewing  crosses  the  broad 
ligament  at  either  side  about  two  inches  away  from  the 
fundus  uteri.  After  thus  attaching  the  opposing  cut  edges 
of  the  peritoneum  to  the  uterus  and  the  broad  ligaments, 
the  suturing  is  carried  upward  to  the  top  of  the  incision, 
thus  closing  the  peritoneal  cavity  with  the  corpus  and 
fundus  still  held  in  the  grasp  of  the  assistant,  and,  of 
course,  outside  of  the  peritoneal  cavity. 
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While  the  assistant  continues  to  hold  the  uterus  outside 
of  the  incision,  an  iodoformed  j&ve-sixteenth-inch-gauze 
and  rubber-tissue  drain  is  placed  on  top  of  the  muscle  and 
beneath  the  fascia  to  a  point  two  or  three  inches  to  one 
side  of  the  incision,  at  which  point  it  is  made  to  emerge 
from  a  small  stab  wound.  The  tapering  tail  of  this  drain 
is  placed  in  the  wound  between  the  peritoneum  and  fascia. 
The  anterior  surface  of  the  corpus  and  fundus  uteri 
are  next  denuded  with  a  knife,  after  which  the  fundus  is 
seized  with  a  hook  or  volsella  with  which  it  is  dragged 
upward  as  far  as  easily  possible  toward  the  umbilicus,  and 
made  to  nestle  in  the  incision  anterior  to  the  peritoneum 
and  between  the  recti  muscles.  The  fascia  is  next  sewed 
from  the  umbilicus  downward  with  running  stitches  of 
chromicized  catgut.  Wherever  the  corpus  and  fundus 
uteri  are  in  contact  with  the  fascia,  as  it  is  being  closed, 
the  stitches  are  made  to  include  sufficient  musculature  of 
the  uterus  to  fix  it  in  its  sequestered  position. 

The  sewing  of  the  skin  with  a  running  catgut  suture 
completes  the  operation,  unless  the  patient  is  obese;  in 
which  case  a  small  drain  is  placed  between  the  fascia  and 
the  skin  and  made  to  emerge  from  a  stab  wound  two  inches 
or  more  to  one  side  of  the  incision. 

The  application  of  the  usual  gauze  dressing  and  adhe- 
sive straps  completes  the  operation.  The  drainage  tubes 
are  partly  withdrawn  in  two  or  three  days,  but  generally 
not  removed  until  ten  days  or  more  after  operation. 

No  one  should  perform  the  operation  of  intramural 
sequestration  upon  any  woman  with  whom  pregnancy  is 
longer  possible;  but  since  we  are  often  asked  to  afford 
relief  from  the  symptoms  produced  by  procidentia  uteri 
after  the  menopause,  it  will  be  realized  that  there  are  very 
many  cases  for  whom  this  operation  may  be  recommended, 
if  on  further  trial  it  is  found  to  possess  a  special  value — 
which  I  am  inclined  to  attach  to  it. 


Fig.  1.— .Shows  a  .sagittal  section  of  the  t'einale  body  indicating  the 
position  of  the  uterus  when  sequestered  and  fixed.  The  small  dots 
along  the  anterior  surface  of  the  sagittal  section  of  the  uterus  indi- 
cates the  suturing  to  the  fascia  with  chroniicized  catgut.  Note  the 
elongation  of  the  vagina  antl  the  consecjuent  carrying  up  of  the 
bladder  by  the  fixation. 


P'iG.  2. — The  black  marking  on  the  abdomen  shows  the  exact  posi- 
tion of  the  uterus  upon  the  day  of  discharge  from  the  hospital  of  the 
last  patient  operated  upon. 


DISCUSSION  83 


DISCUSSION. 

Dr.  Edwin  B.  Cragin. — The  proposition  made  by  Dr. 
Harris  is  certainly  an  ingenious  one,  but  the  question  arising 
in  my  mind,  as  I  look  at  the  picture,  is  whether,  if  that 
cervix  could  be  lifted  up  and  brought  in  close  apposition  to 
the  abdominal  wall,  as  shown  in  the  diagram,  it  would  not 
be  just  as  well  to  amputate  the  uterine  body  at  the  cervix 
and  simply  attach  the  cervix  to  the  abdominal  wall  at  about 
the  point  it  is  now.  In  other  words,  it  hardly  seems  to  me 
that  there  would  be  much  advantage  in  leaving  the  body  of 
the  uterus  attached  extraperitoneally  in  that  way,  when  the 
cervix  firmly  attached  at  that  same  point  probably  would 
serve  about  the  same  purpose. 

Dr.  Philander  A.  Harris  (closing). — I  am  perfectly 
familiar  with  the  operation  referred  to  by  Dr.  Cragin,  which 
consists  in  amputating  the  uterus  and  removing  the  fundus, 
and  much,  if  not  all,  of  the  corpus  uteri.  In  fact,  I  think  I 
was  among  the  very  first  of  operators  to  resort  to  this 
operation  for  procedentia.  I  have  done  many  such  operations 
and  the  results  were  very  satisfactory,  so  far  as  a  cure  of  the 
procedentia  was  concerned;  but  the  occasional  occurrence  of 
suppuration  and  fistula  from  the  uterine  cavity  to  the  skin 
requiring  rather  prolonged  after-treatment,  led  me  to  resort 
to  this  operation  which  is  accompHshed  without  removing 
any  part  of  the  womb,  and  without  invading  the  mucosa. 
For  these  reasons  I  believe  that  where  the  uterus  appears  to 
be  of  normal  size  and  free  from  tumor  or  other  evidence  of 
disease,  it  is  far  better  to  resort  to  intramural  sequestration 
than  to  remove  any  part  of  the  uterus. 

If  the  uterus  should  become  diseased  at  any  subsequent 
time  it  can  easily  be  removed  by  abdominal  section.  I  have 
presented  this  operation  as  a  possibly  novel  procedure.  It 
can  be  performed  in  a  very  few  minutes,  and  thus  far  the 
patients  appear  to  have  been  cured  of  the  precedential  and 
coincidently  cured  of  vesicocele. 


GALLSTONES  DURIIS^G  PREGNANCY  AND  THE 
PUERPERIUM. 


By  Reuben  Peterson.  M.D., 
Ann  Arbor,  Mich. 


My  interest  has  been  recently  aroused  in  the  question 

of  gallstones  as  a  complication  of  pregnancy  and  the  puer- 
perium  by  the  following  case,  which,  on  account  of  the 
comparative  rarity  of  the  condition,  will  be  reported  in 
detail. 

Mrs.  D.  M.,  aged  twenty-seven  years,  American,  was 
referred  to  the  surgical  clinic  of  the  University  of  Mich- 
igan Hospital  by  Dr.  A.  N.  Howe,  of  Boyne  Falls,  Mich- 
igan, February  12,  1910.  The  patient  has  always  been  a 
healthy,  hard-working  woman  with  the  exception  of  an 
attack  of  pneumonia  last  winter.  Her  menstrual  periods 
have  been  regular,  of  the  twenty-eight-day  type,  and  with- 
out pain.  She  has  been  married  twice,  has  had  six  abor- 
tions and  one  full-term  child,  which  lived  only  a  short  time 
after  its  birth.  She  is  now  six  months  pregnant,  having 
menstruated  for  the  last  time  August  16th.  Life  was  felt 
the  latter  part  of  December. 

Peesent  Teouble.  Four  weeks  ago  while  out  walking 
the  patient  was  suddenly  seized  with  a  cramp-like  pain 
in  the  right  side,  situated  more  in  the  back  along  the  lower 
rib  border.  The  pain  was  so  severe  as  to  prevent  her 
straightening  up,  and  she  had  to  be  helped  to  the  house. 
That   night   she   became   jaundiced.      The   jaundice   has 
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persisted  ever  since  and  is  worse  than  at  first.  She  has 
vomited  frequently,  and  has  lost  a  great  deal  of  flesh 
during  the  past  four  weeks.  She  has  never  been  jaundiced 
before,  nor  experienced  such  a  pain.  The  latter  has  been 
almost  continuous  in  the  right  side  for  the  past  four  weeks, 
at  times  becoming  almost  unendurable.  Two  nights  ago 
she  had  a  severe  attack  of  nosebleed,  and  has  had  two 
attacks  since,  so  severe  that  she  had  to  have  the  nares 
plugged  with  cotton. 

The  day  following  her  admission  to  the  surgical  service 
I  was  asked  to  see  the  patient  by  my  colleague.  Dr.  de 
iNTancrede,  on  account  of  the  obstetrical  complication. 
Examination  February  14,  1910,  showed  the  patient 
deeply  jaundiced  but  with  very  little  pain  or  tenderness  in 
the  gall-bladder  region.  As  far  as  could  be  ascertained  the 
patient  was  about  six  months  pregnant,  the  top  of  the 
uterus  being  at  the  level  of  the  umbilicus.  Fetal  move- 
ments were  to  be  felt  and  the  fetal  heart-beat  was  148  and 
strong. 

It  was  thought  best  under  the  circumstances  to  treat 
the  patient  expectantly,  hoping  to  prolong  gestation  until 
the  child  should  be  viable.  But  the  patient  rapidly  grew 
worse,  the  pain  in  the  back  and  right  side  becoming  very 
severe  and  finally  intolerable  in  spite  of  large  and  frequent 
doses  of  morphine.  February  16th  she  had  a  severe  chill 
without  a  rise  of  temperature.  At  this  time  and  up  to 
the  operation,  seven  days  later,  she  vomited  almost  contin- 
uously, and  required  such  large  doses  of  morphine  to 
control  the  pain  as  to  make  it  evident  that  any  further 
efforts  to  prolong  gestation  for  the  sake  of  the  child  were 
unjustifiable. 

Opeeation.  The  operation  was  performed  by  Dr.  de 
Nancrede,  February  23,  1910,  at  the  urgent  request  of 
the  patient,  who  said  that  she  was  willing  to  take  any  risk 
rather  than  longer  endure  such  agonizing  pain.     There  was 
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no  question  as  to  the  diagnosis,  for  besides  the  symptoms 
already  described,  on  February  19th  the  X-ray  had 
revealed  the  outline  of  a  gall-bladder  filled  with  stones. 
The  coagulation  time  of  the  blood  was  seven  minutes, 
although  the  patient  had  been  given  calcium  lactate  in 
large  doses  since  her  entrance  to  the  hospital.  The  gall- 
bladder was  exposed  by  a  vertical  incision.  It  was  filled 
with  faceted  stones  which  were  removed  without  difficulty. 
A  number  of  stones  in  the  common  duct  were  easily 
crushed,  expressed  into  the  gall-bladder,  and  removed.  The 
gall-bladder  was  surrounded  with  gauze  and  drained. 
There  was  considerable  oozing  during  the  operation,  the 
homorrhage  being  controlled  with  great  difficulty  by  gauze 
pressure.  Although  the  entire  operation  lasted  but  an 
hour  the  pulse  rate  rose  from  90  to  150. 

Upon  returning  from  the  operating  room  the  patient 
was  given  slow  saline  solution  per  rectum,  each  pint  con- 
taining calcium  lactate,  one-half  dram.  During  the  first 
sixteen  hours  after  the  operation  the  patient  voided  but 
four  ounces  of  urine.  She  was  catheterized,  but  only  a 
few  drops  of  bile-colored  urine  was  obtained.  A  hot-air 
bath  was  tried,  but  had  to  be  discontinued  on  account  of 
difficulty  in  respiration.  The  pulse  was  weak  and  rapid, 
and  hardy  perceptible  at  the  wrist.  The  dressings  were 
soaked  with  blood.  Salines  were  administered  by  hypo- 
dermoclysis  and  strychnine  was  given  freely,  but  to  no 
avail.  She  gradually  failed  and  died  at  2  p.m.  February 
24,  1910. 

At  the  autopsy  the  following  day  a  large  amount  of 
clotted  blood  was  found  in  the  peritoneal  cavity  in  the 
region  of  the  liver  and  gall-ducts.  Two  calculi  were 
found  in  the  hepatic  duct  in  such  a  position  that  it  was 
impossible  to  remove  them  at  the  operation.  There  was 
an  acute  hemorrhagic  nephritis  as  well. 

The  autopsy  findings  furnished  by  Dr.  A.  S.  Warthin, 
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from  the  pathological   department   of  the  University   of 
Michigan,  are  given  in  detail  below: 

Autopsy.  Clinical  diagnosis:  jaundice;  postoperative 
hemorrhage. 

External  Examination  {General) .  Build:  Length, 
163  cm.;  frame  medium. 

Eyes:    Conjunctivae  show  marked  jaundice. 
^  Abdomen:    Above  level  of  ribs,  particularly  lower  por- 
tion below  umbilicus;  linea  fuscha  not  prominent;  linea 
albicantes  over  the  abdomen  and  upper  part  of  the  thigh. 

Surgical  wounds:  Laparotomy  wound  13  cm.  long, 
beginning  9  cm.  below  tip  of  ensiform.  Runs  obliquely 
down  to  2  cm.  above  umbilicus  and  to  the  right  4  cm.  The 
lower  part  of  the  wound  shows  approximated  edges,  with 
stitches  in  position.  Upper  part  contains  gauze  and  a 
drainage  tube.  Puncture  marks  in  right  arm  and  below 
each  breast. 

Skin:   Markedly  jaundiced. 

Mucous  membranes:    Marked  jaundice 

Muscles:   Fair. 

Rigor  mortis :    Throughout. 

Panniculus :  Abundant,  particularly  over  abdomen  and 
thighs. 

Edema:    Well  marked  throughout. 

Body  heat :    Cold. 

Hypostasis :  Marked  over  back.  Scattered  blotches  over 
the  sides,  particularly  the  thighs.  Small  subcutaneous 
hemorrhages  over  sides  and  arms. 

Putrefaction:    ISTo  signs. 

Orifices :    N'egative. 

]^ose :    I^egative. 

Genital:  Vagina  packed  with  cotton,  slightly  bile- 
stained. 

Thorax  and  Abdomen  {Main  Incision).  Panniculus: 
On  section  pale,  lemon  yellow,  and  moist. 
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Abdominal  cavity:   JSTo  fluid. 

Omentum :  Adherent  about  edges  of  wound. 

Position  of  abdominal  organs:  Uterus  fills  the  lower 
part  of  the  abdomen,  rising  on  the  right  about  two  fingers' 
breadth  above  the  level  of  the  umbilicus.  Liver  two 
fingers'  breadth  below  ensiform  and  two  fingers'  breadth 
above  rib  border  in  right  nipple  line.  Spleen  and  stomach 
in  normal  position.  No  evidence  of  infiammation  of  the 
abdominal  wound. 

Position  of  diaphragm:  On  left,  fourth  intercostal 
space.    On  right,  fifth  rib. 

Mammae:  Large.  On  pressure,  a  whitish,  creamy  fluid 
from  nipples. 

On  section  show  active  secretion. 

Costal  cartilages:    Tissues  about  breast  are  edematous. 

Sternum :   Negative. 

Thorax.  Anterior  mediastinum:  Fat  abundant. 
Edematous.     Small  congested  lymph  nodes. 

Thymus:   Fat  abundant.     No  visible  remains  of  gland. 

Pericardium:  Sac  lax.  Fluid  not  increased.  Clear, 
slightly  bile-stained. 

Heart:  Weight,  240  grams;  length,  12  cm.;  breadth, 
10  cm. ;  thickness,  4^^  cm.  Apex,  fourth  intercostal  space 
in  parasternal  line.  Flabby,  soft.  Ventricles  dilated. 
Contain  small  quantity  of  fluid  blood  without  clots,  thin 
and  watery,  small.  Epicardium  negative.  Subepicardial 
fat  abundant.  Serous.  Slight  fatty  degeneration  of  heart 
muscle. 

Left  heart :   8  to  12  cm. 

Cardiac  orifices  and  valves:  Mitral  admits  two  fingers. 
Slight  nodular  thickening  of  proximal  edges  of  mitral. 
Tricuspid  admits  three  fingers.     Valves  negative. 

Left  lung:  Weight,  310  grams;  length,  18  cm. ;  breadth, 
12  cm. ;  thickness,  4  cm.  No  fluid  or  blood  in  either 
thoracic    cavity.      Old    adhesions    easily    torn.      Firmly 
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adherent  over  base.  Eather  collapsed  hypostasis  in  lower 
lobe.  Slight  antenacosis.  Moist.  No  airless  areas. 
Moderate  rich  blood  content.  Bronchial  nodes  small. 
Hyalin  scars  in  larger  bronchial  nodes.  Old  healed 
tubercles. 

Right  lung:  Weight,  380  grams;  length,  20  cm.; 
breadth,  12  cm. ;  thickness,  5  cm.  Few  adhesions. 
Moderate  congestion  and  edema.  Slight  antenacosis. 
Posterior  portion  hypostatic.  Number  of  heavily  pig- 
mented nodules,  old  healed  tubercles  on  posterior  upper 
and  middle  lobes.     Otherwise  similar  to  left. 

Bronchi :  Mucosa  of  larger  bronchi  slightly  injected. 

Bronchial  glands :  Recent  tubercle  in  one  gland  on  right 
side. 

Pulmonary  vessels :  Aorta  admits  thumb.  Valves  nega- 
tive.    Slight  degeneration  of  aorta. 

Thoracic  portion  of  esophagus :  Thoracic  and  abdominal 
aorta  show  beginning  degeneration. 

Ahdomen.  Spleen:  Weight,  300  grams;  length,  15  cm.; 
breadth,  9  cm. ;  thickness,  4  cm.  Lower  pole  covered  by 
a  blood  clot  the  size  of  one  taken  from  flank.  Large, 
rather  soft.  Flattens  on  table.  Capsule  shows  a  few 
small  adhesions.  Deep  anterior  and  posterior  fissures. 
On  section,  pulp  purplish,  soft,  bleeds  freely,  covers  up 
stroma,  follicles  not  visible.     Acute  passive  congestion. 

Left  adrenal:  Both  adrenals  surrounded  by  edematous 
fat.     Both  enlarged,  thickened  and  suffused. 

Left  kidney  and  ureter :  Weight,  150  grams ;  length,  12 
cm. ;  breadth,  7  cm. ;  thickness,  3  cm.  LTreters  not 
dilated.  Fatty  capsule  abundant;  bile-stained.  Fibrous 
capsule  strips  easily.  Very  soft,  plump,  flattens  on  press- 
ure. Surface  icteric,  cloudy,  moderately  congested. 
Marked  cloudy  swelling. 

Right  kidney  and  ureter:  Cortical  surface  much  more 
mottled,  plump,  soft,  shows  fetal  lobulation.     Patches  of 
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fatty  degeneration  and  hemorrhage.  On  section,  acute 
parenchymatous  degeneration;  hemorrhagic  nephritis. 

Bile  passages :  Contain  thin,  watery,  cloudy  fluid.  No 
blood.  Pressure  on  common  duct  above  and  in  region  of 
gall-bladder  causes  erection  of  ampulla  with  discharge  of 
thick,  brownish  fluid.  In  opening  of  duct  is  a  small  stone, 
partially  blocking  it.  Stone  the  size  of  a  small  pea.  On 
separating  the  hepatic  flexure  from  the  gall-bladder  at  the 
site  of  the  wound  clots  are  found  filling  in  the  space  beneath 
the  under  surface  of  the  liver.  Whole  site  of  the  opera- 
tion covered  with  clot  which  is  adherent  more  firmly  about 
the  ligatures.  Xo  rupture  of  the  liver.  ISTo  escape  of 
intestinal  fluid.  Retroperitoneal  tissues  soft  and  friable 
and  infiltrated  with  blood.  Main  source  of  hemorrhage 
from  an  opening  above  the  kidney.  Marked  edema  back 
of  ascending  colon  and  cecum.  Also  numerous  blood  clots 
throughout  retroperitoneal  fat  tissue. 

Liver :  Very  soft,  icteric,  cloudy,  marked  cloudy  swelling 
and  some  fatty  degeneration.  In  common  duct  fragments 
of  pigment  and  cholesterin  stones.  In  hepatic  ducts  two 
faceted  stones,  fragments,  and  sand. 

Gall-bladder:  Wall  thickened,  edematous.  Mucosa  is 
intact  over  large  portion,  thickened  and  not  filled  with 
blood,  common,  hepatic  and  cystic  ducts  dilated  and 
thickened. 

Retroperitoneal  lymph  nodes:    Congested,  hypoplastic. 

Rectum:  Pelvic  tissues  almost  bloodless.  Very  little 
edema. 

Vulva:    Labia  swollen  and  darkened. 

Uterus :  Uterus  fills  in  lower  portion  of  abdomen, 
slightly  higher  on  right  than  on  left,  rises  on  right  two 
finger's  breadth  above  the  umbilicus.  The  upper  pole  is 
slightly  depressed  in  the  middle,  giving  the  fundus  a 
slightly  bicornate  appearance.  Serosa  negative,  no 
abnormal  adhesions.     Palpation  reveals  the  presence  of  a 
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fetus,  the  head  and  extremities  of  which  can  be  easily  felt 
through  the  wall.  The  head  is  in  the  lower  right  portion 
with  the  occiput  anterior.  The  placenta  was  upper  left 
posterior.  Weight  of  uterus,  3300  grams;  27^  cm.  x  22 
cm.  X  9  cm.  The  uterus  was  opened  in  the  median  line 
and  found  to  contain  a  male  fetus  in  the  late  sixth  or 
beginning  seventh  month.  According  to  the  measure- 
ments a  six  and  one-half  months'  fetus. 

Fetus:  Measurements.  Length,  37.5  cm.;  bisacromial, 
8.5  cm. ;  bitrochanteric,  7.3  cm. ;  cord,  50  cm. ;  finger  nails, 
0.3  cm. ;  bitemporal,  7  cm. ;  occipitomental,  11  cm. ;  occip- 
itofrontal, 10  cm.;  parietal  bones,  cartilaginous  plates, 
ossified  in  centre. 

Microscopical  and  Bacteeiological  Findings. 
Heart:  Heart  muscle  shows  slight  hypertrophy,  slight 
cloudy  swelling  and  fatty  degeneration,  slight  increase  in 
fat  tissue  in  epicardium. 

Lungs:  Passive  congestion.  Localized  emphysema. 
Edema.  Numerous  emboli  of  bone  marrow,  giant  cells, 
and  syncytial  giant  cells.  Smaller  bronchioles  dilated; 
small  patches  of  beginning  bronchopneumonia. 

Liver:  Passive  congestion,  icterus,  cloudy  swelling, 
simple  necrosis  of  the  central  zones  of  lobules,  some  periph- 
eral infiltration ;  dilatation  of  larger  bile  ducts. 

Spleen:    Acute  passive  congestion. 

Kidneys :  Marked  cloudy  swelling,  congestion.  Icterus. 
Eight  kidney  shows  recent  metastatic  abscesses  and  the 
nephritis  is  much  more  marked.  Subacute  parenchyma- 
tous nephritis.  Numerous  areas  of  marked  purulent  infil- 
tration. 

Right  adrenal:  Shows  a  thrombus  in  the  adrenal  vein 
with  a  hemorrhagic  anemic  infarction  of  the  greater  part 
of  the  organ.  Extensive  periadrenal  hemorrhage.  The 
blood  clot  free  in  the  peritoneal  cavity  is  a  recent  red  clot. 

Intestine:    Postmortem  change  and  passive  congestion. 
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Mammarj  gland:    Shows  early  stage  of  secretion. 

Gall-bladder  wall :  Shows  marked  edema,  hemorrhage 
and  recent  infiltration;  organizing  blood  clot  on  the  sur- 
face.    Colonies  of  colon  bacilli  in  veins  and  lymphatics. 

Pancreas:  Shows  a  marked  chronic  interlobular  and 
interacinar  pancreatitis  with  dilated  ducts.  The  islands  of 
Langerhans  are  greatly  diminished  in  nimaber. 

Uterus:  Sections  through  the  uterine  wall  at  the  pla- 
cental sight  show  a  normal  j^lacenta  about  seventh  month. 
The  blood  spaces  are  collapsed  and  the  intervillous  spaces 
contain  very  little  blood  except  toward  the  deeper  portion 
of  the  chorion  and  decidua.  No  pathological  changes  in 
chorion,  deciduse  or  uterine  wall.  Sections  of  uterine  wall 
and  amnion  at  other  places  show  no  pathological  changes. 

Tissues  of  Fetus:  Thymus:  Large,  congested,  the 
medulla  unusually  prominent. 

Spleen:    Congested,  rather  poor  in  lymphoid  cells. 

Liver:  Shows  slight  cloudy  swelling  and  fatty  degen- 
eration, otherwise  entirely  normal. 

Heart :   Muscle  normal. 

Kidneys:  Show  cloudy  swelling  of  the  convoluted 
tubules,  and  the  glomeruli  are  unusually  congested.  The 
tubules  just  beneath  the  capsule  particularly  show  cloudy 
swelling.  No  bile  casts  are  found  in  the  collecting  tubules 
and  no  trace  of  bile  pigment  in  the  kidney. 

Lungs:    Atelectatic,  entirely  normal. 

Stomach  and  intestines :    Show  no  pathological  changes. 

Bladder:   Is  negative. 

Adrenal :   Shows  no  pathological  changes. 

Lymph  glands :   Negative. 

Testis :    Normal. 

Umbilical  cord:    Normal. 

Chemical  tests  for  bile  in  amniotic  fluid  entirely  nega- 
tive. 

No  trace  of  bile  found  in  fetus. 
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Considering  the  frequency  with  which  gallstones  are 
met  with  in  women,  it  is  rather  surprising  to  find  so  few 
cases  recorded  in  the  literature  where  this  complication 
has  given  rise  to  symptoms  during  pregnancy  or  the  puer- 
perium.  Ehrenfest  in  Peterson's  Obstetrics  mentions  the 
subject  briefly  in  the  chapter  on  the  complications  of  preg- 
nancy; Jardine,  in  his  Clinical  Obstetrics,  1909  edition, 
says  that  while  gallstones  undoubtedly  occur  during  preg- 
nancy, he  has  never  seen  a  case.  With  these  exceptions, 
as  far  as  I  can  find,  this  complication  is  not  mentioned  in 
English  or  American  text-books  on  obstetrics.  Schauta 
and  P.  Miiller  dismiss  the  subject  with  a  few  lines,  and 
the  same  may  be  said  of  v.  Winckel's  more  pretentious 
Handbuch  der  Geburtshiilfe.  In  Vineberg's  excellent 
article,  in  which  he  reports  two  cases  of  cholecystitis 
operated  upon  during  the  puerperium,  he  states  that  a 
careful  search  through  the  literature  of  the  past  ten  years 
yielded  only  four  similar  cases.  For  the  purpose  of  study- 
ing this  complication  during  pregnancy  and  the  puer- 
perium, I  have  collected  and  tabulated  twenty-five  cases  of 
gallstones  complicating  pregnancy,  including  the  case 
reported  above  and  ten  cases  of  this  complication  during 
the  puerperium.  These  cases  have  been  classified  under 
pregnancy  and  the  puerperium  as  warranted  by  their 
prominent  symptoms,  although  it  is  perfectly  evident  that 
a  gallstone  attack  might  complicate  pregnancy  and  be 
terminated  spontaneously  or  by  operation  during  the  puer- 
perium or  vice  versa. 

Cases  of  empyema  of  the  gall-bladder  without  stone  or 
attacks  of  biliary  colic  where  the  diagnosis  was  not  proved 
correct  either  by  operation  or  through  finding  the  calculi 
in  the  stools  have  been  excluded.  Otherwise  it  would  have 
been  possible  to  gather  statistics  from  a  much  larger 
number  of  cases,  since  Huchard  collected  twenty  cases  of 
biliary  colic  during  pregnancy  and  the  puerperium,  and 
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Berline-Hering  fifty-one  similar  cases.  The  same  may  be 
said  of  the  cases  of  Xaxera.  In  none  of  these  was  it  proved 
that  the  attacks  were  due  to  gallstones. 

Age:  Gallstones  are  rarely  found  under  the  age  of 
twenty,  although  they  have  been  reported  in  the  new-born 
and  in  young  children.  Shroeder  says  "that  under  the 
age  of  twenty  the  percentage  is  2.4;  from  twenty  to  thirty, 
3.2;  from  thirty  to  forty,  11.5;  from  forty  to  fifty,  11.1; 
from  fifty  to  sixty,  9.9 ;  and  over  sixty,  25.2  per  cent." 
!N^aturally  such  figures  will  depend  upon  the  manner  in 
which  such  statistics  are  collected.  Operative  statistics 
will  show  the  presence  of  gallstones  when  the  symptoms  of 
cholelithiasis  made  the  operation  imperative,  but  will  give 
no  information  as  to  the  length  of  time  the  calculi  have 
been  in  the  gall-bladder.  Even  the  attempt  to  estimate  the 
first  appearance  of  the  stones  from  the  history  of  attacks 
of  biliary  colic  is  apt  to  prove  futile,  for  the  calculi  may 
have  been  in  the  gall-bladder  for  a  long  time  without 
giving  rise  to  symptoms.  Hartman,  Moynihan,  and 
Ochsner  have  endeavored  to  estimate  the  period  of  the 
onset  of  stones  in  the  gall-bladder  from  the  histories  taken 
just  before  the  operations  were  performed.  The  estimates 
vary  from  twenty-eight  to  thirty-eight  years  of  age. 
Bouchard  asserts  that  in  women  biliary  lithiasis  is  most 
common  between  twenty-five  and  thirty-five  years  of  age, 
in  four-fifths  of  the  cases  the  first  attack  occurring  between 
the  ages  of  seventeen  and  forty-two ;  in  the  remaining 
one-fifth  of  all  cases  it  occurs  aft-er  the  age  of  fifty. 

In  the  twenty-five  cases  of  gallstones  complicating  preg- 
nancy, the  ages  of  the  patients  were  recorded  in  twenty-one 
instances.     They  may  be  arranged  as  follows : 
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Ages  of  Patients  where  Gallstones   Complicated  Pregnancy. 

Between  20  and  25  years 4  cases. 

Between  25  and  30  years 8  cases. 

Between  30  and  35  years 6  cases. 

Between  35  and  40  years 3  cases. 

21  cases. 
Youngest  patient,  21  years. 
Oldest  patient,  37  years. 

The  ages  of  the  patients  suffering  from  gallstones  during 
the  puerperium  were  mentioned  in  seven  instances,  as 
follows : 

Ages  of  Patients  ichere  Gallstones  Complicated  the  Puerperium. 

Between  20  and  25  years 3  cases. 

Between  25  and  30  years 1  case. 

Between  30  and  35  years 1  case. 

Between  35  and  40  years 1  case. 

Over  40   years 1  case. 

7  cases. 
Youngest  patient,  20  years. 
Oldest  patient,  46  years. 

In  nine  cases  occurring  during  pregnancy  the  patients 
had  had  previous  attacks,  the  latter  antedating  the  preg- 
nancies all  the  way  from  one  to  twelve  years.  It  would 
be  impossible  to  estimate  from  such  a  small  number  of 
cases  the  dates  of  the  onset  of  the  gallstones.  Yet  the 
histories  are  interesting,  for  in  some  instances  the  patient 
had  had  similar  attacks  with  preceding  pregnancies,  result- 
ing in  Villard  and  Gelibert's  patient  in  a  miscarriage  in 
the  preceding  gestation. 

In  one  of  Goldammer's  cases  where  a  cholecystotomy 
was  performed  one  month  after  a  miscarriage  at  the  fourth 
month  of  the  seventh  pregnancy,  the  patient  had  suffered 
from  attacks  of  biliary  colic  ever  since  her  first  pregnancy. 

Sex:    It  has  been  established  beyond  dispute  that  gall- 
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stones  are  more  common  in  women  than  in  men.  Schroeder 
finds  that  in  Germany  they  are  found  in  20  per  cent,  of 
female  and  4.4  per  cent,  of  male  necropsies.  In  the  Man- 
chester Royal  Infirmary  in  228  autopsies  in  women  and 
524  in  men,  7.9  per  cent,  of  the  females  and  2.9  per  cent, 
of  the  males  were  found  to  have  gallstones. 

In  fifty  cases  of  gallstones  Ochsner  had  four  times  as 
many  in  females  as  in  males.  In  Kehr's  series  of  720 
laparotomies  upon  655  patients,  performed  from  1890  to 
1892,  there  were  536  women  and  119  men. 

There  would  seem  to  be  good  reason  for  thinking  that 
pregnancy,  labor,  and  the  puerperium  may  account  for  the 
frequency  with  which  gallstones  or  disease  of  the  gall- 
bladder and  bile-ducts  are  met  with  in  women.  This  is 
not  the  place  to  discuss  this  question  at  length,  only  to 
state  that  anything  favoring  the  retention  of  bile  within 
the  gall-bladder  is  undoubtedly  a  factor  in  the  formation 
of  calculi.  Bile  remains  sterile  only  so  long  as  there  is  no 
obstruction  to  its  onward  flow.  It  has  been  shown  experi- 
mentally that  infection  follows  obstruction  caused  by  liga- 
tion of  the  common  duct.  Infection  of  the  bile  favors  the 
formation  of  calculi.  It  can  readily  be  seen  that  the 
enlarging  pregnant  uterus  is  only  too  apt  to  encroach  upon 
the  bile-passages,  thus  interfering  with  the  onward  flow  of 
the  bile.  This  also  is  undoubtedly  favored  by  the  limita- 
tion of  the  movements  of  the  diaphragm  during  pregnancy, 
the  lack  of  exercise  only  too  common  in  the  pregnant  state 
and  the  constipation  with  which  the  parturient  woman  is 
affected. 

According  to  Schroeder's  statistics  90  per  cent,  of  the 
women  who  had  gallstones  had  borne  children.  It  is  no 
unusual  occurrence  for  the  surgeon  during  the  course  of 
an  operation  for  some  abdominal  or  pelvic  lesion  to  find 
one  or  more  calculi  in  the  gall-bladder.  For  some  years 
past,  in  addition  to  a  careful  examination  of  the  appendix, 
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I  have  palpated  the  gall-bladder,  whenever  danger  of  con- 
tamination of  healthy  peritoneum  from  a  purulent  focus 
elsewhere  or  the  condition  of  the  patient  did  not  contra- 
indicate  such  a  procedure.  In  order  to  throw  some  light 
on  the  influence  of  pregnancy  upon  the  formation  of  gall- 
stones, I  have  looked  up  the  records  of  532  women  where 
the  gall-bladder  was  palpated  as  an  incident  to  some  other 
abdominal  operation.     My  findings  are  as  follows: 

Gall-Bladder  Palpated  During  the  Course  of  Ahdominal  Operation. 

Number  of  patients  where  gall-bladder  was  palpated. .  542 

Number  of  patients  having  gallstones 64    11.8% 

Number   of   patients   with    gallstones    who   have   had 

children   48   75    % 

Number  of  patients  without  gallstones 478 

Number  of  patients  without  gallstones  who  have  had 

children     314    6.5.7% 

These  figures  show  that  a  surprisingly  large  number  of 
women  (11.8  per  cent.)  who  apply  to  the  gynecologist  for 
the  relief  of  conditions  outside  of  the  liver  are  found  at 
operation  to  have  gallstones.  Going  back  over  the  histories 
after  locating  the  gallstones,  I  find  that  in  a  certain  pro- 
portion of  cases  the  stones  were  suspected.  Still  the  main 
lesion  in  every  instance  was  situated  outside  of  the  gall- 
bladder. What  the  same  number  of  abdominal  operations 
in  men  would  reveal  as  regards  the  gall-bladder  I  have  no 
means  of  knowing. 

These  statistics  are  taken  from  a  strictly  gynecological 
clinic  in  a  general  hospital  and  in  a  private  hospital  service 
almost  as  strictly  gynecological.  With  a  different  kind  of 
material  they  very  well  could  vary  greatly.  Only  Y5  per 
cent,  of  the  sixty-four  patients  with  gallstones  had  borne 
children,  quite  a  variation  from  Schroeder's  90  per  cent. 
To  make  these  figures  of  value,  as  far  as  the  influence  of 
pregnancy  upon  the  formation  of  gallstones  was  concerned, 
it  became  necessary  to  ascertain  the  proportion  of  women 
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without  gallstones  who  had  borne  children.  This  per- 
centage was  65.7  or  practically  10  per  cent,  less  than  in 
the  women  who  had  the  gallstones.  A  larger  number  of 
cases  might  change  these  figures  considerably,  although  I 
judge  not  a  great  deal,  since  pregnancy  and  the  puer- 
perium  are  undoubtedly  not  the  only  factors  giving  rise  to 
gallstones  in  women. 

In  the  twenty-five  cases  where  the  pregnancy  was  com- 
plicated by  gallstones,  the  period  of  gestation  when  the 
attack  first  appeared  was  recorded  in  twenty  cases,  as 
follows : 

Attacks  prior  to  pregnancy 2  cases. 

First  appearance  during  first  month  2  cases. 

First  appearance  during  second  month 3  cases. 

First  appearance  during  third  month   2  cases. 

First  appearance  during  fourth  month 1  case. 

First  appearance  during  fifth  month 7  cases. 

First  appearance  during  seventh  month 1  case. 

First  appearance  during  the  eighth  month 1  case. 

First  appearance  during  labor 1  case. 

In  the  ten  cases  complicating  the  puerperium  the  time 
of  onset  was  recorded  in  nine  cases,  as  follows : 

First  appearance  during  labor 1  case. 

First  appearance  during  first  week  of  puerperium 5  cases. 

First  appearance  during  ninth  day  of  puerperium 1  case. 

First  appearance  during  tenth  day  of  puerperium 1  case. 

First  appearance  during  third  week  of  puerperium 1  case. 

In  the  pregnancy  cases  it  is  significant  that  in  nearly 
one-third  of  the  patients  the  onset  of  this  attack  is  at  the 
period  of  gestation  when  the  uterus  is  approaching  the 
level  of  the  umbilicus,  when  as  an  abdominal  organ  it  is 
beginning  to  crowd  the  intestines  toward  or  upon  the  bile- 
passages.  If  11  per  cent,  of  all  women  have  gallstones  a 
certain  proportion,  as  far  as  their  biliary  passages  are  con- 
cerned, may  be  said  to  be  in  a  state  of  unstable  equilibrium. 
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Such  women  will  be  subject  to  attacks  at  about  the  fifth 
or  sixth  mouth  of  gestation  when  the  growing  fetus  is 
beginning  to  hamper  the  eliminative  powers  of  the  liver. 
This  tendency  is  enhanced  by  injudicious  use  of  the  corset 
in  attempts  to  conceal  the  size  of  the  abdomen  and  the 
increase  in  the  sedentary  habits  of  the  patient. 

In  the  puerperium  it  is  to  be  noted  that  in  half  the 
cases  the  attacks  occurred  during  the  first  seven  days  post- 
partum. This  may  be  explained  by  traumatism  to  the 
biliary  passages  during  labor,  to  the  great  eliminative 
processes  going  on  at  this  period,  to  the  change  in  intra- 
abdominal pressure,  and,  finally,  to  the  enforced  rest  in 
bed  with  its  attendant  constipation  (Vineberg). 

Chills  and  Rise  in  Temperature :  During  pregnancy  com- 
plicated by  gallstones  there  were  chills  followed  by  a  rise 
in  temperature  in  six  cases.  In  the  case  reported  above 
there  were  chills  but  no  elevation  of  temperature.  In  three 
of  the  cases  there  was  jaundice,  and  in  these  instances  pus 
was  present  in  the  gall-bladder  or  common  duct.  In  only 
three  instances  were  chills  and  increased  temperature  asso- 
ciated with  jaundice.  In  six  cases  there  was  fever  without 
chills.  In  two  puerperal  cases  chills  were  recorded,  both 
associated  with  fever,  but  neither  with  jaundice. 

Jaundice  and  Location  of  Gallstones:  This  is  a  particu- 
larly interesting  symptom  of  cholelithiasis  in  the  pregnant 
woman,  since  icterus  undoubtedly  has  a  tendency  to  start 
up  uterine  contractions.  Thus  whether  due  to  obstruction 
in  the  common  duct  or  to  changes  in  the  liver  cells,  icterus 
whether  acute  or  chronic,  is  a  constant  menace  to  the  fetus. 
The  nearer  gestation  approaches  full  term  the  greater  is 
the  danger  of  interrupting  pregnancy.  In  some  cases  the 
placenta  does  not  serve  as  a  barrier  to  the  passage  of  the 
maternal  bile,  so  that  nutritional  and  other  changes  are 
apt  to  follow  its  absorption  into  the  fetal  tissues.  Finally 
every  case  of  icterus  in  the  pregnant  woman  may  cease  to 
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be  benign  and  assume  the  malignant  type,  represented  by 
acute  yellow  atrophy  of  the  liver. 

Among  the  twenty-five  pregnant  cases  tabulated,  fifteen 
had  jaundice  in  varying  degrees  of  intensity,  a  surpris- 
ingly large  number,  since  Kehr  states  that  in  80  to  90  per 
cent,  of  his  cases  jaundice  was  absent  where  calculi  were 
lodged  in  the  gall-bladder  or  cystic  duct.  Even  in  common- 
duct  stones  it  was  absent  in  one-third  of  the  cases.  The 
location  of  the  stones  where  the  jaundice  was  present  is  as 

follows : 

Jaundice  and  Location  of  Gallstones. 

Calculi  in  gall-bladder  7  eases. 

Calculi  in  common  duct  4  cases. 

Calculi  in  common  duct  and  gall-bladder 1  case. 

Calculi  in  common  duct,  gall-bladder,  and  hepatic  duct. .  1  case. 

Calculi  in  stools  2  cases. 

Thus  jaundice  existed  in  fully  one-half  of  the  cases 
where  the  calculi  were  limited  to  the  gall-bladder,  and  in 
100  per  cent,  of  the  cases  where  the  common  duct  alone 
was  the  seat  of  the  gallstones.  It  would  appear  as  if  this 
high  percentage  of  jaundice  where  pregnancy  is  com- 
plicated by  gallstones  can  only  be  explained  by  the  tend- 
ency of  pregnancy  to  produce  jaundice  in  a  constitutional 
way  without  the  aid  of  obstruction  in  the  shape  of  calculi. 

There  was  only  one  case  of  jaundice  among  the  puer- 
peral cases,  the  stones  in  this  case  occupying  the  gall- 
bladder and  the  common  duct. 

Operation.  Of  the  twenty-five  cases  of  gallstones  during 
pregnancy,  twenty-three  were  operated  upon  with  three 
deaths,  or  a  mortality  of  13.04  per  cent. 

Operations    Upon   Twenty-three   Cases   of   Gallstones   During 
Pregnancy. 

Total  number  of  cases   25 

Number  of  operations    23 

Number  of  deaths    3 

Operative  mortality   13.04  per  cent. 

Recovery  without  operation   2 
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Of  the  ten  puerperal  cases,  nine  were  operated  upon 
with  one  death,  a  mortality  of  11.1  per  cent. 

Operations  Upon  Xinc  Cases  of  Gallstones  During  the  Puerperium. 

Total  number  of  cases 10 

Number  of  operations    9 

Number  of  deaths   1 

Operative   mortality    11.1  per  cent. 

Recovery  without  operation   1 

Three  deaths  out  of  twenty-three  cases  operated  upon 
during  different  periods  of  gestation  for  biliary  calculi 
where  from  the  nature  of  the  case  the  operation  would 
only  be  performed  because  of  urgent  indications  is  cer- 
tainly a  very  good  showing.  The  number  of  operations, 
even  if  those  performed  upon  the  puerperal  cases  be 
included,  is  too  small  for  sweeping  deductions,  since  many 
factors  contribute  to  a  fatal  ending  in  gallstone  operations. 
Chief  among  these  is  the  position  of  the  stone,  since  the 
mortality  is  considerably  higher  after  removal  of  stones 
from  the  common  and  hepatic  ducts. 

The  location  of  the  stones  is  indicated  in  the  following 
table : 

Location  of  Stones  in  Ticenty-fire  Cases  of  Cholelithiasis  During 

Pregnancy. 

Calculi  in   gall-bladder    14  cases. 

Calculi  in  common  duct  4  cases. 

Calculi  in  gall-bladder  and  common  duct  1  case. 

Calculi  in  gall-bladder  and  cystic  duct 1  case. 

Calculi  in  common  and  hepatic  ducts 1  case. 

Calculi  in  gall-bladder,  cystic  duct,  and  common  duct . .  1  case. 

Calculi  in  gall-bladder,  common  duct,  and  hepatic  duct . .  1  case. 

Calculi  in  stools    2  cases. 

All  of  the  common-duct  cases  recovered  except  the 
present  case,  where  the  stones  were  located  not  only  in 
the  common  duct,  but  in  the  gall-bladder  and  hepatic  duct 
as  well.     The  fact  that  the  patient  was  pregnant  had  very 
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little  to  do  with  the  fatal  result  in  this  case,  for  the 
patient  died  from  uncontrollable  hemorrhage,  arising  from 
the  lessened  coagulability  of  the  blood  brought  about  by 
the  intense  icterus.  The  same  result  is  occasionally  met 
with  in  the  non-pregnant  patient. 

Rhett's  fatal  case  was  operated  upon  in  1888,  when  the 
technic  of  gall-bladder  surgery  had  not  been  perfected. 
Labor  came  on  soon  after  the  operation,  and  the  patient 
died  later  of  peritonitis.  It  is  probable  that  under  modern 
aseptic  surgical  methods  the  patient  would  have  survived. 

The  third  death,  reported  by  Roith,  resulted  from  a 
cholecystotomy  for  an  infected  gall-bladder  containing  pus 
and  stones. 

For  the  sake  of  completeness  the  location  of  the  gall- 
stones in  the  puerperal  patients  will  be  appended  below, 
although  the  operative  results  differ  very  little  from  the 
pregnancy  cases. 

Location  of  Gallstones  in  Ten  Cases  of  Cholelithiasis  During  the 
Puerperium. 

Calculi  in  gall-bladder    6  cases. 

Calculi  in  cystic  duct   1  case. 

Calculi  in  gall-bladder  and  common  duct 1  case. 

Rupture  of  gall-bladder  and  escape  of  calculi 1  case 

The  only  fatal  case  in  this  series,  that  of  Rose,  was 
unavoidable,  since  death  resulted  from  rupture  of  an 
empyema  of  the  gall-bladder  with  escape  of  gallstones  into 
the  peritoneal  cavity.  Death  resulted  within  three  days  in 
spite  of  the  operation. 

Period  of  Gestation  when  Operations  were  Performed. 
It  is  essential  to  consider  the  period  of  gestation  when  the 
operations  were  performed,  for  this  has  a  distinct  bearing 
upon  the  results  of  operations  performed  upon  pregnant 
patients.  The  nearer  the  operation  is  to  full  term  the 
greater  will  be  the  chances  of  interrupting  the  pregnancy, 
hence  the  greater  the  possibilities  of  sepsis  outside  of  that 
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resulting  from  the  operation  itself.  This  is  shown  by  a 
study  of  such  operations  as  appendicitis  and  the  removal 
of  ovarian  or  fibroid  growths  during  pregnancy.  In 
gall-bladder  disease  we  have  an  added  factor  in  the  icterus, 
which,  as  has  been  stated,  has  a  tendency  to  increase  the 
irritability  of  the  uterine  muscle.  The  presence  of  pus 
and  the  rise  in  temjDerature,  which  usually  accompanies  it, 
are  not  inconsiderable  factors  in  the  production  of  mis- 
carriage. 

Time  of  Operation  in  Twenty-five  Cases  of  Cholelithiasis  during 

Pregnancy. 

No  statement 

Went  made  of  preg- 

No.  of  to  full                   nancy  after 

Month  of  gestation.        Cases,  term.     Aborted,     operation. 

Second   2  2 

Third    3  1                                  2 

Fourth    1  1 

Between  fourth  and  fifth . .     1  1 

Fifth     6  3                1                2 

Sixth 2  1 

Between  sixth  and  seventh.     1  1 

Seventh    1  1 

Eighth    1  1 

Tenth   1  1                1 

19  9  3  7 

Operations  performed  after  miscarriages 2 

Operations  performed  after  full-term  deliveries 2 

Death  after  operation,  fetus  undelivered 1 

Cases   not  operated   upon 2 

By  consulting  the  above  table  it  will  seen  that  of  the 
nineteen  cases  operated  upon  during  the  different  months 
of  pregnancy  nine  went  to  full  term,  two  aborted,  one 
died  before  the  uterus  was  emptied,  and  in  seven  no  state- 
ments were  made  of  the  progress  of  the  pregnancy  after 
the  operation.  It  is  fair  to  assume,  however,  that  this  was 
an  oversight  on  the  part  of  the  reporters,  it  being  taken 
for  granted  that  as  this  was  not  mentioned  the  patient 
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went  to  full  term.  If  this  be  true,  we  have  sixteen  patients 
where  the  pregnancies  were  not  interrupted,  against 
three  who  aborted,  the  operations  being  performed  at 
various  periods  of  gestation.  In  addition,  two  aborted 
before  the  operations  were  performed.  Such  a  showing 
means  that  pregnancy  is  no  more  liable  to  be  interrupted 
after  gallstone  than  after  other  abdominal  operations. 

The  technical  difficulties  of  operations  upon  the  biliary 
passages  are  increased  the  more  advanced  the  pregnancy, 
owing  to  the  proximity  of  the  enlarged  uterus  to  the  field 
of  operation.  The  necessary  manipulation  of  the  uterus 
in  exposing  the  biliary  passages  adds  to  the  liability  of 
miscarriage,  as  is  shown  by  the  fact  that  of  the  three  int-er- 
ruptions  of  pregnancy  resulting  from  the  operations  there 
was  one  each  in  the  fifth,  eighth,  and  tenth  month  of  gesta- 
tion. However,  the  dangers  of  miscarriage  would  not 
seem  to  be  much  greater  after  gallstone  operations  than 
other  abdominal  operations  the  surgeon  is  called  upon  to 
perform  upon  the  pregnant  patient.  In  fact,  it  would 
appear  as  if,  in  gallstone  disease  complicating  pregnancy, 
the  latter  condition  should  be  disregarded  and  the  patient 
treated  according  to  the  gallstone  indications.  This 
possible  exception  to  this  rule  would  be  that  the  surgeon 
would  naturally  lean  toward  conservatism  as  regards 
operation,  especially  where  the  fetus  is  not  yet  viable.  It 
is  not  unlike  the  situation  in  extra-uterine  pregnancy. 
Prompt  operation  is  advisable  in  the  early  months  of  gesta- 
tion. If,  however,  the  fetus  has  escaped  destruction  in 
the  early  months  of  its  existence,  it  should  be  given  a 
chance  for  its  life,  the  mother  being  kept  under  constant 
serveillance,  so  that  the  operation  can  be  performed  at  any 
time. 

As  far  as  the  danger  to  the  mother  is  concerned,  a 
question  of  far  greater  moment  is  the  type  of  operation  to 
be  selected.     On  account  of  the  well-known  tendency  of 
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general  anesthesia  to  interfere  with  the  eliminative  func- 
tions of  various  organs,  notably  the  liver  and  kidneys,  it 
is  of  the  highest  importance  to  choose  the  operation  which 
can  be  performed  in  the  shortest  possible  time  consistent 
with  the  existing  conditions  of  the  biliary  passages.  In 
this  way  not  only  will  the  pregnant  patient,  perhaps 
already  more  or  less  toxic  from  faulty  elimination,  be 
spared  a  long  anesthetic,  but  the  pregnant  uterus  will 
escape  extensive  exposure  to  the  atmosphere  and  pro- 
tracted handling. 

Time  of  Operation  in   'Nine   Cases  of  Cholelithiasis   During  the 
Puerperium. 

Operation  ten  hours  after  labor 1  case. 

Operation  second  day  after  uabor 1  case. 

Operation  tenth  day  after  labor 1  case. 

Operation  eleventh  day  after  labor 1  case. 

Operation  twelfth  day  after  labor 1  case. 

Operation  five  weeks  after  labor 2  cases. 

Operation  five  mouths  after  labor 1  case. 

Operation,  definite  time  not  stated  1  case. 

As  has  been  stated,  all  of  these  operations  were  suc- 
cessful with  one  exception. 

Nature  of  Operation:  Of  the  twenty-three  patients 
subjected  to  operation  for  cholelithiasis  complicating  preg- 
nancy, cholecystotomy  was  performed  in  fifteen  cases,  with 
two  deaths,  and  cholecystectomy  in  six  cases  with  one 
death.  In  one  instance  a  stone  in  the  common  duct  was 
removed  through  the  duodenum,  and  in  one  case  the  nature 
of  the  operation  was  not  stated.  In  the  nine  patients  where 
gallstones  were  a  complication  of  the  puerperium,  there 
were  seven  cases  of  cholecystotomy  with  one  death,  chole- 
cystectomy one  case  with  recovery  and  one  case  where  the 
nature  of  the  operation  was  not  stated. 

Interruption  of  Pregnancy:  In  the  twenty-five  cases  of 
gallstones  during  pregnancy  the  latter  was  interrupted  in 
five  instances,  two  before  and  three  after  the  operation. 
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In  Goldammer's  case  of  operation  after  an  abortion  at 
the  fourth  month  of  the  seventh  pregnancy,  the  patient 
had  had  attacks  of  biliary  colic  since  her  first  pregnancy. 
She  aborted  during  a  very  severe  attack  of  pain,  in  spite 
of  the  fact  that  the  gallstone  colic  was  unaccompanied  by 
chills,  fever  or  jaundice.  In  Alexander's  case  of  abortion 
prior  to  the  operation  at  the  sixth  month  of  gestation,  the 
high  fever,  rapid  pulse,  and  chills  undoubtedly  accounted 
for  the  premature  labor  pains. 

The  three  miscarriages  after  operation,  as  before  stated, 
were  at  advanced  stages  of  gestation,  and  in  each  instance 
were  preceded  by  high  fever  and  jaundice. 

Diagnosis:  !N^either  during  pregnancy  nor  the  puer- 
perium  will  there  be  any  difficulty  in  diagnosticating  gall- 
stone disease  if  the  attacks  are  typical.  By  this  is  meant 
if  the  pain  be  sharp  and  located  in  the  right  hypochon- 
drium,  if  there  be  localized  tenderness,  fever,  chills,  and 
especially  jaundice.  This  latter  symptom  is  very  suggest- 
ive of  biliary  lithiasis,  but  is  only  present  in  a  certain 
proportion  of  cases,  even  where  the  calculus  is  lodged  in 
the  common  duct. 

Mistakes  have  been  made  by  the  most  competent 
observers.  Thus  in  Potocki's  case  the  attack  during  preg- 
nancy was  confounded  with  appendicitis.  Where  the  pain 
of  the  gallstone  colic  is  atypical,  and  the  tenderness  quite 
general,  it  is  easy  to  understand  how  such  a  mistake  could 
be  made. 

Rose's  case  of  rupture  of  the  gall-bladder  during  the 
second  stage  of  labor  might  easily  be  confounded  with 
rupture  of  the  uterus.  In  both  there  would  be  sudden 
pain,  shock,  and  collapse.  One  would  have  to  depend  upon 
the  absence  of  any  obstetric  condition  capable  of  producing 
uterine  rupture  rather  than  upon  symptoms  common  to 
the  two  conditions. 

Goldammer  was  led  to  think  from  an  atypical  swelling 
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between  the  kidney  and  liver  that  he  had  to  deal  with  a 
hydronephrosis.  A  lumbar  incision  showed  a  normal 
kidney  and  biliary  calculi,  which  were  afterward  removed 
by  an  abdominal  incision. 

In  the  puerperium  the  diagnosis  of  gallstones  may  be 
even  more  difficult  and  confusing,  since  the  chills,  fever, 
and  abdominal  pain  at  once  suggest  septic  infection. 
Pinard  made  this  error  in  a  case  of  gallstone  disease  follow- 
ing a  forceps  delivery.  Although  the  attack  started  on 
the  third  day  postpartum,  the  true  nature  of  the  disease 
was  not  recognized  and  the  operation  not  performed  until 
the  tenth  day  of  the  puerperium.  In  both  of  Vineberg's 
cases  the  medical  attendant  mistook  them  for  sepsis  until 
the  diagnosis  of  cholecystitis  was  established  by  operation. 

Sitzenfrey  mistook  a  very  movable  tumor  of  the  gall- 
bladder in  which  the  liver  dulness  did  not  extend  down- 
ward to  the  mass  for  an  ovarian  cyst  fixed  in  this  region 
by  adhesions. 

However,  by  bearing  in  mind  the  possibility  of  chole- 
lithiasis in  pregnancy  and  the  puerperium,  the  diagnosis 
in  the  ordinary  case  ought  not  to  be  very  difficult. 

CONCLUSIONS. 

1.  Gallstones  are  most  commonly  met  with  in  women 
between  the  ages  of  twenty  and  thirty-five. 

2.  Gallstones  are  more  common  in  women  than  in  men. 

3.  There  are  reasons  for  thinking  that  childbearing  has 
something  to  do  with  the  frequency  of  gallstones  in  women. 

4.  This  was  borne  out  by  finding  that  in  542  patients 
where  the  gall-bladder  was  palpated  during  the  course  of 
abdominal  operations,  gallstones  were  found  to  be  present 
in  sixty-four,  or  11.8  per  cent. 

5.  The  percentage  of  patients  with  gallstones  who  had 
borne  one  or  more  children  was  75,  as  against  65.7  per 
cent,  in  women  who  had  no  gallstones. 
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6.  In  the  present  series  of  pregnant  patients  with  chole- 
lithiasis, in  nearly  one-third  of  the  cases  the  onset  of  the 
attack  was  at  the  fifth  month  of  gestation,  or  at  the  time 
when  the  uterus  is  approaching  the  level  of  the  umbilicus 
and  beginning  to  crowd  the  intestines  toward  or  upon  the 
bile-passages. 

7.  In  the  puerperal  cases  the  onset  of  the  attack  in  one- 
half  of  the  cases  was  during  the  first  seven  days  post- 
partum. 

8.  Chills  with  elevation  of  temperature  associated  with 
jaundice  are  frequent  in  gallstones  complicating  pregnancy 
and  the  puerperium. 

9.  In  the  series  studied  there  was  a  surprisingly  large 
percentage  of  pregnant  patients  with  jaundice,  fifteen  out 
of  twenty-five,  or  60  per  cent. 

10.  Only  one  out  of  the  ten  puerperal  patients  had 
jaundice. 

11.  The  operative  mortality  for  the  twenty-three  preg- 
nant patients  was  13.04  per  cent. 

12.  The  operative  mortality  for  the  puerperal  cases  with 
cholelithiasis  was  11.1  per  cent. 

13.  In  the  pregnant  patients  with  cholelithiasis  more 
than  one-half  of  the  stones  were  in  the  gall-bladder  alone. 
The  same  may  be  said  of  the  puerperal  cases. 

14.  It  is  probable  that  there  is  no  greater  tendency  for 
gallstone  operations  to  interrupt  pregnancy  than  is  the  case 
with  other  abdominal  operations  during  various  periods  of 
gestation. 

15.  It  is  advisable  when  cholelithiasis  complicates  preg- 
nancy and  the  puerperium  to  choose  the  operative  proce- 
dure, which  can  be  performed  in  the  shortest  possible  time 
consistent  with  the  existing  conditions. 

16.  The  condition  of  the  pregnant  patient  as  regards 
the  cholelithiasis  should  be  the  determining  factor  as  to 
when    the    operation    should    be    performed.      Whenever 
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possible  the  operation  should  be  postponed  until  the  child 
is  viable. 

17.  The  diagnosis  of  cholelithiasis  during  pregnancy 
and  the  puerperium  will  not  be  difScult  in  typical  cases  if 
the  possibility  of  the  complication  be  borne  in  mind.  Much 
reliance  can  be  placed  upon  the  jaundice  which  seems  to 
be  more  prevalent  in  pregnant  than  in  non-pregnant 
women  with  gallstones. 
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DISCUSSION. 


Dr.  W.  Francis  Wakefield. — I  think  this  very  excellent 
paper  of  Dr.  Peterson's  is  very  timely.  I  believe  the  relation- 
ship between  pregnancy  and  gallstones  is  interesting  to  all 
of  us.    It  is  to  me,  at  least.    1  believe  that  a  very  large  per- 
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centage  of  women  have  gallstones,  and  the  percentage  Dr. 
Peterson  gave  is  about  the  same  as  I  have  found  in  my 
experience,  and  the  curious  thing  is  that  in  carefully  studying 
the  histories  of  these  women  in  a  large  percentage  of  them 
we  can  trace  the  beginning  of  the  symptoms  to  pregnancy. 
I  think  that  about  75  per  cent,  of  the  women  who  come  to 
us  with  symptoms  of  gallstone  disease  will  date  the  beginning 
of  the  symptoms  back  to  pregnancy.  I  believe  as  gynecolo- 
gists we  are  neglecting  the  gall-bladder.  The  general  surgeon 
pays  strict  attention  to  the  appendix  and  gall-bladder,  and 
is  rather  inclined  to  slight  the  pelvis.  As  gynecologists,  we 
are  paying  strict  attention  to  the  pelvis  and  to  the  appendix, 
but  we  slight  the  gall-bladder.  The  gall-bladder  should 
be  examined  every  time  we  open  the  abdomen,  and  every 
time  we  find  a  stone  in  the  gall-bladder  it  should  be  removed. 
I  think  it  is  a  great  mistake  to  operate  for  the  removal  of 
gallstones  during  pregnancy  if  it  can  be  avoided.  It  is 
much  better,  unless  the  symptoms  call  for  it,  to  wait  until 
after  the  birth  of  the  child  before  operating  on  the  gallstones. 
I  believe  that,  as  gynecologists,  we  should  pay  more  attention 
to  the  gall-bladder.  Patients  come  to  us  with  indefinite 
right-sided  pain.  We  find  reflex  gastric  disturbances;  we 
find,  perhaps,  some  slight  pelvic  lesion;  we  may  find  one  or 
two  concretions  in  the  appendix.  In  removing  the  appendix 
we  assume  that  we  have  cured  the  patient;  yet  the  patient 
goes  on  with  indefinite  symptoms,  with  right-sided  pain,  and 
with  gastric  symptoms.  If  we  were  to  examine  and  operate 
upon  the  gall-bladder  in  all  those  women  in  whom  we  find 
stones,  we  would  ultimately  cure  a  very  large  percentage  of 
those  who  come  to  us  with  indefinite  right-sided  symptoms. 

Dr.  Philander  A.  Harris. — I  believe  that  any  woman 
who  is  carrying  gallstones  is  predisposed  to  cholecystitis  by 
the  existence  of  pregnancy  and  the  disturbances  of  the  body 
incident  to  parturition,  but  I  do  not  believe  that  the  exist- 
ence of  pregnancy  is  necessarily  a  contra-indication  to  opera- 
tion for  the  removal  of  gallstones  or  even  the  gall-bladder. 

I  would  not  resort  to  an  abdominal  section  for  extraction 
of  stones  or  removal  of  the  gaU-bladder  while  any  patient 
presented  a  supranormal  pulse,  temperature,  or  leukocyte 
count.  Ordinarily  more  or  less  of  these  symptoms  are 
present  when  the  gall-bladder  is  inflamed;  and  if  we  perform 
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an  abdominal  section  for  exsective  purposes  when  the  parts 
are  inflamed,  we  will  have  an  unnecessary  mortality  and 
also  an  unnecessary  morbidity. 

The  mere  fact  that  any  patient  is  advanced  two,  three, 
four,  or  possibly  five  months  in  utero  gestation  need  not 
deter  us  from  resorting  to  abdominal  section  for  exsection  of 
the  gall-bladder,  or  the  appendix,  provided  the  patient  at  that 
time  presents  evidences  of  having  sufficiently  recovered  from 
her  last  inflammatory  attack.  Neither  should  the  existence 
of  pregnancy  deter  one  from  simply  evacuating  an  abscess 
of  the  appendix  or  gall-bladder  during  the  existence  of  high 
temperature,  high  pulse,  or  high  leukocytosis,  provided  any 
exsections  such  as  the  removal  of  the  appendix  or  gall-bladder 
be  delayed  until  the  patient  recovers  from  the  inflammatory 
attack.  Therefore,  I  believe  that  the  decision  to  either 
evacuate  an  abscess  or  to  perform  exsective  operation  should 
not  rest  upon  the  mere  fact  as  to  whether  the  woman  is 
pregnant  or  not,  but  should  be  governed  by  the  other  and 
more  important  considerations  which  I  have  just  enumerated. 
They  are  indeed  the  conditions  which  should  control  us  in  the 
performance  of  all  operations,  whether  the  patient  be  preg- 
nant or  not. 

I  hope  I  may  be  permitted  to  refer  to  an  operation  which 
I  performed  on  April  6,  one  month  ago,  upon  a  woman  who 
entered  the  hospital  complaining  of  pain  in  the  pelvis,  and 
also  of  gallstone  colic.  The  patient  had  been  under  obser- 
vation for  eight  or  ten  days  before  admission  to  the  hospital. 
In  that  time  her  pulse,  temperature,  and  leukocyte  count  had 
descended  to  normal;  but  as  she  had  had  frequent  gallstone 
colic  during  this  pregnancy  and  as  I  discovered  a  tumor 
to  one  side  of  the  uterus,  I  decided  to  resort  to  operation. 
An  opening  was  made  in  the  fundus  of  the  gall-bladder  and  I 
removed  therefrom  forty-one  gallstones.  I  enucleated  the 
cysticus  from  its  serosa,  took  out  the  gall-bladder  to  its 
neck,  made  a  stab  wound  two  inches  to  the  right  of  the 
incision  and  drained  the  cavity  from  the  neck,  surrounding 
the  drain  with  the  peritoneum  which  had  covered  the  gall- 
bladder. I  then  made  a  median  line  suprapubic  section  and 
removed  the  ovarian  cyst.  Her  incisions  closed  promptly, 
the  bile  ceased  to  pour  from  the  drainage  fistula,  the  woman 
made  a  perfect  recovery,  she  is  now  four  months  pregnant, 
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and  there  are  no  indications  that  the  uterus  will  prematurely 
expel  its  contents. 

Dr.  a.  Lapthorn  Smith. — I  think  it  would  be  well  to  have 
an  expression  of  opinion  from  every  member  of  the  Society 
on  the  question  of  whether  in  cases  like  those  reported,  the 
women  being  six  months  advanced  in  pregnancy,  should  be 
operated  on  for  gallstones.  I  would  express  the  opinion  that 
it  is  not  a  good  thing  to  operate  for  the  removal  of  gallstones 
at  that  time,  because  the  size  of  the  uterus  makes  the 
operation  difficult.  There  are  probably  one  million  of 
people  in  the  United  States  to-day  who  have  gallstones,  and 
most  of  the  people  who  have  them  die  of  something  else,  so 
that  a  woman  with  gallstones,  six  months  pregnant,  should 
be  carried  along  with  morphia  and  other  treatment  until  after 
delivery,  and  then  operated  on  for  the  gallstones.  Although 
it  is  a  distressing  disease,  it  is  a  serious  thing  to  operate  on  a 
woman  during  preganncy  at  that  stage  for  the  removal  of 
gallstones,  on  account  of  the  mechanical  difficulty  from  the 
size  of  the  uterus.  One  of  our  leading  surgeons  in  Montreal 
had  gallstones  himself;  he  was  in  the  house  two  months,  but 
he  would  not  be  operated  on.  (Laughter.)  I  mention  this 
to  show  that  a  person  can  have  gallstones  and  live  to  be  old 
and  die  of  something  else,  and  surgeons  who  operate  for  their 
removal  can  have  them  and  get  over  the  attacks.  I  believe 
Dr.  Peterson  reported  this  case  for  the  purpose  of  getting 
an  expression  of  opinion  from  the  members  of  this  Society, 
which  is  my  only  excuse  for  making  these  remarks. 

Dr.  W.  Gill  Wylie. — I  have  not  had  much  experience 
in  this  matter,  but  for  a  long  time  in  connection  with  other 
operations  I  have  been  watching  the  gall-bladder  whenever 
I  have  opened  the  abdomen  through  an  incision  large  enough 
to  introduce  my  hand,  and  I  have  found  that  the  percentage 
of  gallstones  was  very  much  greater  than  I  had  expected. 

In  recent  years  I  have  been  trying  to  discover  if  the 
condition  of  the  gall-bladder  had  anything  to  do  with  the 
persistent  vomiting  after  ether,  and  I  find  it  has.  Whenever 
we  find  the  gall-bladder  distended  with  fluid,  we  will  have 
nausea  and  vomiting  after  operation,  almost  -udthout 
exception  in  my  experience.  When  we  find  it  flaccid  and 
empty,  vomiting  is  rarely  ever  severe,  and  for  many  years 
I  have  been  working  out  a  method  of  preventing  this,  and 
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for  some  ten  years  I  have  been  taking  special  cases,  especially 
nulliparous  women  whom  I  have  delivered,  to  see  if  I  could 
not  prevent  injuries  of  the  pelvis  and  keep  them  in  good 
condition,  especially  where  they  were  imperfectly  developed, 
and  in  doing  this  I  find  in  getting  a  large  number  of  cases  to 
deliver  that  I  lost  two  cases  that  I  could  not  cure.  Some  of 
these  patients  came  to  me  years  ago.  I  went  twenty-five 
years  without  losing  a  case  in  my  obstetrical  practice.  When 
I  began  to  take  these  young  women  imperfectly  developed, 
I  find  I  had  two  cases  of  yellow  atrophy  of  the  liver  diag- 
nosed by  Janeway  and  others.  In  the  prevention  of  that 
trouble,  I  found  it  was  very  important  to  examine  the 
urine  about  the  fourth  or  fifth  or  up  to  the  sixth  month, 
because  that  is  the  time  when  the  first  change  in  the  urine, 
which  can  be  trusted,  is  noticed.  That  will  give  you  an 
indication  of  what  may  happen  in  labor,  and  so  far  as  these 
cases  go,  we  once  thought  that  their  condition  was  due  to 
puerperal  convulsions,  and  I  found  at  that  time  that  you  are 
certain  to  find,  if  you  are  going  to  have  it,  the  so-called  albumin 
dust  changes  in  ammonia  nitrogen,  then  you  find  later  in 
the  course  of  pregnancy  a  dangerous  condition,  and  I  found 
by  reducing  the  amount  of  fluid  much  could  be  done  for  these 
patients.  The  best  thing  to  do  was  to  put  the  patient  on 
a  strictly  milk  diet  and  keep  them  on  this,  and,  at  the  same 
time,  see  that  the  bowels  are  regulated,  and  it  has  led  me  to 
believe  that  this  pressure  on  the  ascending  veins  of  the  liver 
has  a  great  deal  to  do  with  producing  serious  disturbances 
of  the  liver,  and,  when  once  really  started,  is  what  we  call 
yellow  atrophy  of  the  liver.  I  believe  the  doctors  should 
bring  that  out. 

I  was  interested  in  Dr.  Peterson's  paper,  and  I  can  confirm 
what  he  has  said  with  regard  to  the  percentages  of  gallstones 
comphcating  pregnancy,  but  I  do  not  think  it  is  good 
practice  to  operate  for  the  removal  of  the  gallstones  during 
pregnancy  except  after  the  most  careful  preparation  and 
special  examination  of  the  urine,  in  order  to  be  sure  that  no 
change  of  the  kind  I  have  mentioned  has  taken  place  before 
the  operation  is  done. 

Dr.  Hiram  N.  Vineberg. — I  have  been  very  much 
interested  in  this  paper.  A  few  years  ago  I  was  called  in 
consultation  by  a  physican  to  see  a  case  of  supposed  puer- 
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peral  sepsis.  The  woman  had  been  delivered  ten  days 
before.  She  was  very  ill.  She  had  a  temperature  of  104°  to 
105°,  pulse  120,  and  complained  of  pain  in  the  lower  part 
of  the  abdomen  on  the  right  side.  She  had  given  no  history 
of  gallstone  attacks  prior  to  that  time,  so  far  as  we  could 
learn.  I  examined  her  pelvic  organs  carefully  and  came  to 
the  conclusion  that  the  trouble  was  not  there.  I  went 
higher  up,  and  found  a  somewhat  distended  gall-bladder, 
and  made  a  diagnosis  of  cholecystitis.  She  was  transferred 
to  the  hospital,  was  operated  on,  and  the  gall-bladder  found 
full  of  small  stones  (I  forget  the  number)  with  mucopuru- 
lent fluid  in  the  gall-bladder.  The  woman  made  a  good 
recovery,  and  has  since  been  delivered  without  any  recur- 
rence of  her  gall-bladder  symptoms. 

I  do  not  agree  with  Dr.  Smith  as  to  the  inadvisability  of 
operating  on  some  of  these  cases. 

I  recall  another  case  in  which  I  was  called  a  short  time 
after  the  woman  was  delivered  by  a  careful  physician  who 
had  seen  the  patient  through  several  attacks  of  gallstones 
during  her  pregnancy,  and  in  the  second  stage  of  labor  she 
went  into  collapse.  The  woman  was  practically  moribund 
when  I  saw  her  a  few  hours  afterward,  and  she  died  shortly 
thereafter.  There  was  no  question  in  my  mind  that  this 
woman  had  a  ruptured  gall-bladder  in  labor  and  died  as  the 
result  of  it. 

I  have  no  doubt  from  looking  over  the  literature  of  the 
subject  that  there  are  more  obscure  deaths  after  delivery 
in  which  such  an  occurrence  has  taken  place  than  we  have 
generally  believed.  It  seems  to  me  that  if  a  woman  suffers 
from  distinct  attacks  of  gallstones  and  has  a  largely  dis- 
tended gall-bladder  it  is  safer  for  her  to  be  operated  on,  to 
do  a  cholecystotomy,  than  to  let  her  go  through  pregnancy 
and  deliver  her  with  the  risk  of  rupturing  her  gall-bladder 
during  labor  and  losing  her  life. 

Dr.  Henry  T.  Byford. — I  began  the  practice  of  medicine 
before  there  was  much  operating  done  for  the  removal  of 
gallstones  or  for  gall-bladder  disease,  and  came  across  gall- 
stones complicating  pregnancy  which  I  did  not  at  first 
recognize.  I  considered  that  these  patients  were  suffering 
from  gastritis,  and  when  there  was  jaundice  from  gastro- 
duodenitis.     I  put  them  on  milk  and  limewater  and  kept 
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them  quietly  in  bed,  and  gradually  they  would  get  better. 
I  have  no  proof  of  the  gallstones,  but  the  characteristic 
symptoms  leave  no  doubt  in  my  mind  that  in  many  of  the 
cases  there  were.  Undoubtedly  a  great  many  women  have 
had  gallstones  for  a  long  time  in  whom  pregnancy  is  merely 
the  cause  of  the  first  recognized  symptoms. 

It  is  hard  to  prove  by  statistics  the  prevalence  of  gall- 
stones in  women.  The  majority  of  recognized  cases  have  not 
been  tabulated,  to  say  nothing  of  the  large  number  that  have 
not  been  diagnosticated. 

Dr.  John  F.  Thompson. — I  have  had  one  of  these  inter- 
esting series  of  cases  this  last  winter.  In  January  in  my 
service  I  had  turned  over  to  me  from  the  medical  side  a 
patient  who  was  supposed  to  have  a  perforated  duodenal 
ulcer.  The  period  of  acute  illness  was  something  like  twenty- 
four  hours.  The  patient  had  considerable  temperature  and 
was  between  three  and  four  months  pregnant.  She  had 
soreness  and  pain  and  tenderness.  The  point  of  tenderness 
gave  us  an  indication  of  the  point  of  election  at  which  to 
make  the  incision.  I  found  perforation  of  gall-bladder,  with 
stones  and  pus  and  some  bile  which  fortunately  were  shut 
off  by  folds  of  omentum.  The  operation  was  uncomplicated. 
The  adhesions  were  not  very  dense,  With  the  scissors  I 
simply  removed  the  edges  of  the  perforation,  and  used  that 
for  my  drainage  tube.  I  drained  the  gall-bladder;  the 
patient  had  no  interference  whatever  with  pregnancy,  and 
is  now  three  months  more  advanced.  The  elevation  of 
temperature  continued  for  four  or  five  days.  Notwithstand- 
ing that  probably  the  perforation  occurred  twenty-four 
hours  before,  the  patient's  general  condition  was  not  bad. 
She  had  borne  nine  children. 

With  reference  to  Dr.  Peterson's  statistics,  it  seems  to  me, 
the  fact  that  probably  the  cases  to  which  he  had  access  in 
his  clinic,  many  of  the  women  who  were  married  had  some- 
thing to  do  with  it.  I  am  inclined  to  think  that  pretty  nearly 
the  same  number  of  cases  of  gallstones  would  be  found  in  the 
same  number  of  women  who  had  not  borne  children.  I 
attribute  the  somewhat  greater  frequency  of  gallstones  in 
women,  twice  as  many,  to  other  causes  than  pregnancy.  It 
seems  to  me  the  anatomical  conditions  and  the  artificial  anat- 
omical conditions  have  more  to  do  with  it  than  pregnancy. 
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Dr.  Garry  de  N.  Hough. — I  would  like  to  add  three 
cases  to  Dr.  Peterson's  collection.  A  month  ago  I  was 
called  to  see  a  woman  in  consultation  who  was  in  a  moribund 
condition.  She  had  been  delivered  about  ten  days  before. 
The  first  week  of  her  convalescence  was  normal;  the  symp- 
toms pointed  to  acute  cholecystitis.  The  physician  recog- 
nized the  trouble,  but  thought  she  ought  not  to  be  operated 
on.  About  four  hours  before  I  saw  the  patient  with  him  she 
had  developed  severe  symptoms  and  suffered  from  a  per- 
forative peritonitis.  Of  course,  no  operation  was  done,  as 
she  was  in  a  moribund  condition.  After  death  several 
quarts  of  deeply  bile-stained  fluid  were  removed  from  the 
abdominal  cavity  which  demonstrated  the  nature  of  the 
case. 

I  have  operated  on  two  cases  of  gallstones  during  preg- 
nancy, one  in  a  woman,  twenty-three  years  of  age,  two 
months  pregnant.  She  had  stones  in  the  gall-bladder  and 
stones  in  the  duct,  with  chronic  pancreatitis,  and  at  about 
the  time  I  operated  she  had  just  recovered  from  an  attack 
of  acute  pancreatitis,  as  was  evidenced  by  extensive  fat 
necrosis  in  the  omentum.  Removal  of  the  stones  followed 
by  drainage  resulted  in  a  cure.  About  one  month  after  the 
operation  she  was  delivered  of  a  three  months  fetus. 

The  other  woman  was  five  months  pregnant.  She  had 
acute  cholecystitis  ^\dth  stones  in  the  gall-bladder.  The 
stones  were  removed  from  the  gall-bladder;  there  were  none 
in  the  ducts.  Drainage  was  instituted.  She  made  a  prompt 
recovery  from  the  operation  and  went  on  to  full  term. 

Dr.  Richard  C.  Norris. — I  wish  to  contribute  the  history 
of  a  case  of  gallstones  complicating  pregnancy  and  the  puer- 
perium.  On  the  fifteenth  day  of  a  normal  puerperal  con- 
valescence I  was  called  to  see  a  patient  who  was  suddenly 
stricken  with  severe  epigastric  pain,  incessant  vomiting,  and 
rapid  distention  of  the  abdomen.  She  came  to  operation 
with  all  the  symptoms,  and  the  diagnosis  was  confirmed 
of  acute  hemorrhagic  pancreatitis.  The  autopsy  was  made 
by  a  careful  pathologist;  gallstones  were  found,  and  the  only 
explanation  of  the  attack  given  by  the  pathologist  was  that 
a  reflux  of  bile  occurred  during  the  straining  of  labor.  The 
ferments  thus  brought  to  the  pancreas  had  digested  its 
bloodvessels  and  caused  hemorrhagic  extravasation.     This 
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case  must  be  a  very  unique  experience,  and  it  has  induced 
me  to  believe  it  is  possible  for  the  straining  of  labor  to  force 
bile,  where  there  is  obstruction,  into  the  pancreas  and  pre- 
dispose to  this  accident. 

Personally,  I  think  the  operation  for  the  removal  of 
gallstones  during  pregnancy  should  be  determined  by  the 
character  of  the  case,  independent  of  the  pregnancy,  with 
a  leaning  toward  non-operation  because  the  woman  is  preg- 
nant. In  other  words,  my  position  would  be,  if  the  case  is  an 
aggravated  one,  that  the  woman  should  be  relieved  of  the 
gallstones,  disregarding  the  pregnancy.  On  the  other  hand, 
if  it  is  a  case  where  we  can  with  any  degree  of  safety  tide  the 
patient  over  until  labor  has  been  accomplished,  it  is  better 
to  do  so.  I  believe  we  should  apply  the  same  principles  of 
the  surgery  of  gallstones  to  the  pregnant  woman  at  to  the 
non-pregnant. 

Dr.  Reuben  Peterson  (closing). — I  labored  under  the 
disadvantage  of  having  to  present  in  a  short  time  a  large 
amount  of  material.  Many  of  the  questions  that  have  been 
raised  during  the  discussion  will  be  found  answered  at  length 
in  my  paper. 

Dr.  Norris  has  presented  in  a  few  words  better  than  I 
could  the  inevitable  conclusion  that  we  must  operate  on 
these  pregnant  women  and  also  upon  puerperal  women 
according  to  the  conditions  presented  by  the  gallstones.  I 
think  Dr.  Smith,  if  he  will  stop  to  consider  the  matter  a 
moment,  will  see  that  a  woman  with  obstructive  jaundice, 
who  is  gradually  losing  strength,  who  is  failing  all  the  time, 
whether  pregnant  or  not,  must  be  operated  on.  That  was 
the  condition  of  the  patient  whose  case  I  reported. 

I  do  not  think  the  remarks  of  Dr.  Wakefield  are  quite 
correct.  The  proportion  of  gallstones  complicating  abdom- 
inal operations  were  simply  estimated  to  throw  some  light 
upon  gallstones  in  women  who  have  had  children.  I  do  not 
remove  every  gallstone  I  find  during  the  course  of  an  abdom- 
inal operation.  It  depends  on  the  condition  of  the  patient. 
If  I  find  gallstones  and  the  woman  gives  a  history  of  an 
attack,  and  I  think  she  is  going  to  be  benefited  by  the 
removal  of  such  a  stone  or  stones,  I  remove  them  at  the  same 
operation  if  she  can  stand  it,  otherwise  I  let  them  alone. 

My  experience  does  not  conform  with  the  experience  of 
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Dr.  Wylie.  I  found  that  many  of  these  patients  had  dis- 
tended gall-bladders  when  I  palpated  them,  with  no  stone  or 
stones,  yet  they  did  not  have  vomiting  after  the  operation. 
I  had  to  exclude  from  my  paper  all  cases  which  were  not 
confirmed  by  operation  or  by  finding  stones  in  the  stools; 
otherwise,  as  I  stated,  we  would  have  many  hundreds  of 
cases  where  the  diagnosis  would  be  problematic. 

Dr.  Byford  speaks  of  the  advantage  of  diet  in  pregnant 
women  with  gallstones.  I  question  very  much  whether  diet 
would  have  much  to  do  in  preventing  these  attacks.  It  would 
have  something  to  do  with  it,  but  if  a  woman  has  stones  in 
the  common  duct,  with  obstructive  jaundice,  diet  would 
have  very  little  effect. 

I  know,  as  well  as  the  other  members  of  the  Society,  that 
statistics  are  very  apt  to  be  open  to  error;  still  my  object 
has  been  attained  by  presenting  this  paper.  We  have  had 
all  these  additional  cases  of  gallstones  comphcating  pregnancy 
reported,  and  they  are  valuable  contributions  to  the  liter- 
ature. Before  we  simply  heard  vague  statements.  Now 
we  have  the  members  of  this  society  on  record  and  some 
other  man  can  make  statistics  from  the  cases  kindly  furnished 
this  morning. 


A  METHOD  OF  ANASTOMOTIC  REPAIR  OF 
THE  DIVIDED  URETER. 


By  Malcolm  McLean,  M.D,, 
'Neic  York,  N.  Y. 


Fortunately  the  accidental  division  of  the  female 
ureter  in  the  course  of  abdominal  operations  is  compara- 
tively rare.  Hence  the  individual  experience  of  most 
operators  is  very  limited.  Yet  we  have  all  known  of  cases 
sufficient  to  put  us  constantly  on  our  guard  against  the 
unhappy  accident,  which  is  only  too  apt  to  complicate  very 
dangerously  an  operation  which  has  already  taxed  the 
surgeon's  strength  and  ingenuity,  and  also  exhausted 
almost  the  last  resources  of  the  patient's  endurance. 

It  would  seem  that  the  majority  of  cases  of  accidental 
division  of  the  ureter  occur  in  the  lower  portion  of  the 
organ — not  far  from  its  implantation  into  the  bladder. 
So  that,  in  making  repair,  it  becomes  feasible  to  make  an 
opening  into  the  bladder  and  insert  the  upper  end  of  the 
divided  ureter,  thereby  establishing  a  new  communication 
between  the  kidney  and  the  bladder  through  a  shortened 
ureter. 

Again,  the  ureter  may  be  divided  at  a  point  and  in  a 
manner  which  makes  the  new  implantation  into  the 
bladder  impossible  or  undesirable.  Too  much  tension  may 
be  required  in  order  to  bring  the  two  organs  in  contact, 
and  the  result  would  be  either  immediately  disastrous  by 
failure  of  repair,  or  remotely  so,  by  adding  new  difficul- 
ties, as  manifested  by  intolerant  behavior  of  the  viscus,  etc. 
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But  a  third  class  of  cases  does  occur  in  which  the  ureter 
is  so  injured  in  its  course  that  the  organ  is  materially 
shortened,  and  every  centimeter  of  its  length  is  needed  in 
order  to  make  any  sort  of  anastomosis. 

We  are  all  familiar  with  the  beautiful  uretero-ureteral 
anastomosis  devised  by  Van  Hook,  of  Chicago,  in  which 
the  upper  portion  or  end  of  the  divided  ureter  is  inserted 
into  a  slit  made  in  the  side  of  the  lower  section  and  there 
made  fast  by  fine  sutures.  Dr.  Kelly  has  performed  this 
operation  successfully  in  the  human  being — and  it  is 
likely  that  others  have  done  so  since. 

Cases  may  occur,  however,  where,  as  I  have  said,  the 
six  or  eight  centimeters  of  the  ureter  cannot  be  spared  in 
order  to  make  this  particular  form  of  anastomosis.  We 
are  then  obliged  to  undertake  the  difficult  task  of  making 
an  end-to-end  uretero-ureterostomy,  or  to  bring  the  proxi- 
mal end  of  the  ureter  out  upon  the  abdominal  surface,  or 
turn  it  into  the  bowel  (a  very  undesirable  step),  and  thus 
establish  a  fistula  for  urinary  escape. 

It  is  with  the  object  in  view  of  making  an  end-to-end 
anastomosis  more  feasible  and  practicable  that  I  venture 
to  submit  the  following  method  of  dealing  with  such  cases 
as  I  have  last  described. 

Given  a  case,  therefore,  which  presents  a  ureter  so 
shortened  by  the  destructive  division  of  its  tissue  that  the 
simpler  implantation  into  the  bladder  cannot  be  done  sat- 
isfactorily, and  in  which  the  lateral  uretero-utererostomy 
may  be  considered  doubtful,  but  in  which  the  proximal  and 
distal  ends  of  the  wounded  tube  can  be  successfully  brought 
into  contact,  I  propose  the  following  steps : 

Trimming  carefully  and  clearly  at  a  right  angle  to  the 
course  of  the  ureter  its  wounded  ends  by  means  of  scissors, 
lifting  the  upper  and  lower  ends  sufficiently  from  their  sub- 
peritoneal bed  to  make  manipulation  easy.  A  flexible 
ureteral  catheter  with  properly  finished  openings  at  each 
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end  is  passed  gently  down  through  the  lower  section  of  the 
ureter  and  into  the  bladder.  There  it  is  met  by  a  suitable 
metal  tube  introduced  through  the  urethra,  such  as  a  very 
small  size  Kelly's  cystoscope,  through  which  the  catheter 
is  conducted  through  the  urethral  tract  to  the  outside  for 
drainage.  The  cystoscope,  of  course,  is  immediately 
slipped  out,  leaving  the  urethral  catheter  in  situ. 

The  upper  end  of  the  catheter  is  now  passed  into  the 
upper  section  of  the  ureter  a  few  centimeters,  and  the  two 
ends  of  the  divided  tube  carefully  approximated  by  slip- 
ping them  into  apposition  over  the  contained  catheter. 
Fine  silk  sutures  are  now  carefully  introduced  through 
the  muscular  is  in  such  a  manner  as  to  make  a  firm  jointure 
of  the  severed  vessel.  Finally,  the  peritoneal  covering  is 
accurately  replaced,  shutting  in  the  ureter  upon  its  bed  of 
cellular  tissue  beneath.  The  urine  is  now  passing  freely 
through  the  catheter  to  a  suitable  receptacle  outside  the 
vulva,  and  may  be  left  in  place  for  several  days,  if  neces- 
sary, while  the  repair  is  being  accomplished. 

In  removing  the  ureteral  catheter  it  might  be  well  to 
start  it  from  its  position,  at  first,  by  a  slight  rotation  upon 
its  axis  and  then  gently  withdrawing  it. 

I  am  sorry  to  say  that  I  have  not  so  far  developed  this 
procedure  in  ureterostomy  as  to  have  tested  it  in  the  living 
subject;  but  having  seen  one  case  and  known  of  others 
where  I  believe  it  would  have  been  a  very  desirable  method, 
I  offer  it  to  the  profession,  hoping  that  in  some  case  when 
a  surgeon  is  unhappily  confronted  with  such  conditions 
as  I  have  attempted  briefly  to  describe  he  may  find  this  a 
practical  and  safe  means  of  escaping  from  a  very  uncom- 
fortable dilemma. 
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DISCUSSION. 

Dr.  E.  E.  Montgomery. — I  think  the  Fellows  of  the 
Society  are  indebted  to  Dr.  McLean  for  his  ingenious  pro- 
cedure in  suggesting  a  method  for  meeting  an  accident 
which  does  occur  oftentimes  in  spite  of  every  precaution  that 
may  be  taken.  Of  course,  it  obliges  the  operator  to  be 
prepared  in  advance  for  the  condition  which  may  take 
place,  and  which  he  probably  would  not  expect  to  occur.  I 
have  seen  several  cases,  however,  in  which  it  would  have 
been  a  great  satisfaction  to  have  employed  the  method  the 
doctor  has  suggested.  In  cases  in  which  the  upper  end  of 
the  ureter  is  short  or  in  which  severance  has  taken  place, 
it  makes  it  difficult  to  bring  the  ureter  down  or  the  bladder 
up  to  the  proper  position  to  relieve  the  parts  from  tension. 
I  have  in  two  or  three  instances  been  obliged  to  raise  the 
bladder  and  anchor  it  to  the  side  of  the  pelvis  in  order  that 
it  might  be  sufficiently  long  to  bring  the  ureter  in  contact 
with  it. 

I  agree  with  him  as  to  the  inadvisability  of  implanting 
the  ureter  into  the  rectum  or  intestine.  Here  we  are  almost 
certain  to  have  infection  extending  up  into  the  pelvis  of 
the  kidney  and  giving  trouble  there  which  could  be  readily 
avoided  by  the  ingenious  plan  the  doctor  has  here  suggested. 

Dr.  Franklin  H.  Martin. — I  should  like  to  say  a  word 
or  two  with  reference  to  this  method  of  anastomosis.  I 
have  used  the  catheter  in  one  case  for  transplanting  the 
ureters  of  the  extrophied  bladder  in  the  lower  portion  of 
the  rectum  in  a  boy  thirteen  years  of  age.  I  passed  the 
ureteral  catheter  into  the  two  ureters  in  the  exposed  bladder 
between  the  pubes,  made  an  opening  through  the  bladder 
into  the  rectum,  grasped  the  ureters  on  either  side  with 
forceps,  the  ureters  containing  catheters,  drew  them  into 
the  rectum,  and  secured  them  at  that  point.  In  this  par- 
ticular case  one  ureter  remained  in  the  rectum.  The  boy 
discharged  urine  from  the  rectum  from  that  time  on  until 
I  lost  track  of  the  case,  and  so  far  as  I  know  there  was  no 
infection  of  the  kidney.  The  other  ureter  pulled  out,  the 
operation  was  not  a  success,  and  the  urine  still  poured 
over  the  patient's  body.     This  probably  is  not  a  fair  test 
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of  the  dangers  of  putting  the  ureter  into  the  rectum,  because 
those  cases  undoubtedly  form  a  toleration  for  infection, 
owing  to  the  fact  that  the  ureter  has  been  exposed  to  infec- 
tion since  birth,  I  have  used  catheters  for  anastomosis 
between  the  ureters  in  animals. 

Dr.  LeRoy  Broun. — Several  years  ago  in  doing  a  vaginal 
hysterectomy  I  cut  the  ureter,  the  ureter  was  pulled 
down  at  the  time  the  injury  was  done.  I  then  opened  the 
abdomen  and  did  the  operation  Dr.  McLean  has  brought 
before  us.  While  the  catheter  was  in  the  ureter  the  urine 
came  through  the  other  end  and  apparently  the  approxi- 
mation was  a  success.  At  the  end  of  the  third  or  fourth 
day  the  catheter  was  withdrawn,  the  failure  was  then 
evident,  the  urine  escaping  through  the  vagina.  At  a  later 
date  the  kidney  was  removed. 

Dr.  E.  W.  Gushing. — As  I  understand  the  operation  that 
has  been  described  by  Dr.  McLean,  it  can  be  resorted  to  in 
those  cases  in  which  van  Hook's  operation  or  a  similar 
operation  cannot  be  done.  If  I  understand,  the  disadvantage 
of  end  to  end  anastomosis,  which  I  first  performed  in  1893 
and  reported  the  case  before  the  Philadelphia  Obstetrical 
Society,  it  is  not  that  an  end  to  end  anastomosis  of  the 
ureter  cannot  be  made  successfully,  but  it  is  likely  to  be 
followed  by  contraction  afterwards  and  so  to  shut  off  the 
kidney  secretion.  Van  Hook  puts  the  upper  extremity 
into  the  lower  extremity  to  avoid  the  danger  of  shutting  off 
the  kidney.  As  far  as  the  catheter  being  tolerated  in  the 
ureter  is  concerned,  I  know  that  it  can  be  done.  Away  back 
in  1890,  when  I  had  three  cases,  which  I  reported  to  the 
Boston  Obstetrical  Society  and  published,  there  were 
fistulas  of  the  ureter  opening  into  the  top  of  the  vagina 
after  the  removal  of  the  uterus  per  vaginam,  and  in  those 
cases  I  made  an  opening,  according  to  my  light  in  those 
days,  at  the  extreme  upper  end  of  the  bladder,  passed  the 
catheter  through  the  bladder  up  into  the  ureter,  and  by  a 
plastic  operation  covered  in,  over  the  catheter,  the  little 
space  at  the  junction  of  the  bladder  and  the  fistula.  The 
catheter  is  well  tolerated  in  the  ureter  for  a  matter  of  eight 
or  ten  days.  I  got  good  results.  I  had,  however,  an  oppor- 
tunity of  seeing  an  autopsy  on  one  of  those  cases  some  eight 
or  ten  years  afterwards,  the  woman  having  died  of  pneumonia, 
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and  it  was  found  that  gradual  contraction  had  taken  place 
which  shut  off  the  kidney,  and  the  kidney  was  nothing  but 
a  cyst  full  of  clear  fluid,  although  the  patient  had  never 
known  it,  but  thought  she  was  cured,  yet  she  had  lost  the 
use  of  her  kidney  by  this  contraction.  I  think  that  is  liable 
to  happen  after  the  operation  which  we  are  now  discussing. 

Dr.  J.  Westey  Bov£e. — I  do  not  know  whether  this 
method  of  anastomosis  that  has  been  described  by  Dr. 
McLean  differs  in  any  way  from  the  plan  the  French  have 
been  using  for  the  last  fifteen  years  or  not  and  which  is 
known  as  the  catheter  a  demeure,  for  operations  on  the 
ureter,  and  especially  for  ureterocystostomy.  It  seems  to 
have  a  purpose  similar  to  the  ingenious  device  of  Dr.  KeUy 
which  he  presented  to  the  American  Medical  Association 
years  ago,  and  which  consisted  of  a  little  instrument  intro- 
duced through  a  little  slit  in  the  ureter  at  a  distance  from 
where  the  splice  is  to  be.  The  ends  are  sutured  together 
end-to-end.  I  do  not  see  that  it  makes  any  modification  what- 
ever or  lessens  the  trouble  we  have  in  the  way  of  tension  upon 
the  separated  ends  of  the  ureters  during  the  process  of 
healing,  with  the  catheter  in  place.  I  do  not  see  that  there 
is  a  particle  of  difference  from  it.  I  do  think  there  will  be 
trouble,  as  Dr.  McLean  cautions  us  regarding  separating  the 
sutured  ends  on  the  removal  of  the  catheter.  I  also  do  not 
think  that  van  Hook's  is  by  any  means  the  only  method  or 
the  best  method  of  suturing.  There  is  no  question  in  my 
mind  but  what  end-to-end  anastomosis  is  the  best  anato- 
mosis  we  have  for  the  divided  ureter.  There  are  troubles, 
such  as  Emmet  found  in  his  cases,  in  which  he  had  difficulty 
in  drawing  the  large  upper  end  into  the  small  end  of  the 
divided  ureter. 

But  in  the  end-to-end  anastomosis  we  can  avoid  that 
largely  by  using  the  oblique  method  on  one  end — the  small 
end — if  that  is  the  lower,  and  the  transverse  in  the  upper. 
It  makes  a  little  bend  in  the  ureter,  but  bends  are  common 
in  the  ureter.  I  have  seen  no  trouble  from  suturing  the 
ureteral  ends  together,  and  I  have  done  it  a  number  of 
times,  and  the  trouble  of  leakage  afterwards  is  a  small 
matter.  I  do  not  think  uretero-ureteral  anastomosis  done 
with  intelligent  suturing  and  with  reasonably  small  degree 
of  tension  on  the  sutures  will  result  in  a  leakage,  or  at  least 


DISCUSSION  127 

in  a  leakage  of  any  moment.  The  leakage  will  soon  stop.  It 
will  leak  for  a  day  or  two,  but  in  most  cases  I  think  if  the 
suturing  is  done  right  there  will  be  no  leakage.  Trouble  arises 
where  the  sutures  are  passed  through  the  mucous  membrane, 
and  furnish  drainage  tracts  for  the  urine  to  pass  through. 

Dr.  C.  C.  Frederick. — The  reason  why  I  discuss  this  paper 
is  not  so  much  to  speak  of  the  method  which  Dr.  McLean  has 
offered  for  anastomosis  of  the  ureter  as  to  report  the  end 
results  of  a  case  of  end-to-end  anastomosis  of  the  ureter  I  did 
a  good  many  years  ago.  During  the  past  twelve  months  I 
saw  the  results  at  autopsy  of  the  operation  done  upon  this 
patient.  I  removed  a  large  fibroid  tumor  from  her  about 
fifteen  years  ago  and  in  so  doing  cut  out  about  two  inches 
of  the  right  ureter.  I  made  an  end-to-end  anastomosis  which 
leaked  for  about  two  weeks,  then  closed,  and  the  patient  was 
apparently  well  for  many  years.  She  removed  to  another 
city  during  the  past  year,  and  died  after  a  long  illness  in  which 
the  right  kidney  was  involved.  An  autopsy  was  made,  and  I 
saw  the  result  of  the  autopsy.  There  was  stenosis  at  the 
point  of  anastomosis,  with  dilatation  of  the  ureter  above  the 
anastomotic  point  to  a  size  a  little  larger  than  a  thumb,  sac- 
culated all  the  way  up  with  hydronephrosis.  The  kidney  was 
as  large  as  an  infant's  head,  thinned  out,  and  degenerated,  as 
the  result  of  the  stenosis  at  the  point  of  the  original  anasto- 
mosis. I  think  the  end  results  of  ureteral  anastomosis  are  of 
interest  and  ought  to  be  recorded  in  every  instance. 

Dr.  Lewis  S.  McMurtry. — I  suppose  that  almost  every 
Fellow  of  this  Society  has  personally  met  with  injury  of  the 
ureter  in  the  course  of  pelvic  operations.  Perhaps  there  may 
be  some  who  have  not,  and  there  is  just  one  suggestion  I 
would  like  to  make  in  regard  to  it,  as  a  contribution  to  this 
discussion,  and  that  is,  that  when  this  accident  occurs  the 
operator  ought  not  to  be  very  greatly  abashed  because  of 
the  serious  injury  to  the  viscera  in  the  course  of  pelvic 
operation,  as  this  is  one  of  the  injuries  that  is  most  hopeful 
under  good  surgical  management.  In  our  earlier  work  in 
pelvic  surgery,  when  tumors  were  allowed  to  grow  much 
larger  than  they  are  now,  this  operation  was  much  more 
common,  and  injury  of  the  ureter  much  more  frequently 
passed  unrecognized,  with  death  of  the  patient,  probably  as  a 
cause  of  it. 


128      ANASTOMOTIC  REPAIR  OF  DIVIDED  URETER 

During  the  past  winter,  in  my  clinical  service,  after  enu- 
cleating pus  tubes  for  suppurative  salpingitis  wdth  ovarian 
abscess,  a  very  long  standing  and  difficult  case,  such  as  we 
meet  with  in  hospital  cases,  in  placing  the  patient  in  the 
Trendelenburg  position  to  inspect  the  oozing  points  in  the 
floor  of  the  pelvis,  I  discovered  pus  to  the  outside  end  of  the 
ureter  hanging  over  the  edge  of  the  uterus.  The  peritoneum 
had  been  injured  in  the  enucleation  at  various  places,  and  I 
did  an  anastomosis  in  the  simplest  way.  It  was  very  easy 
to  pick  up  the  proximal  end  of  the  ureter  which  I  saw  lying 
in  this  bed  of  areolar  tissue,  and  to  bring  it  together,  and  I 
did  the  anastomosis  in  the  most  simple  way,  very  largely 
after  the  method  Dr.  Bovee  has  described.  I  invaginated  the 
proximal  into  the  vesical  end  of  the  ureter  with  two  catgut 
stitches,  and  then,  after  placing  a  cigarette  drain  down  to 
that  point,  closed  the  abdomen.  The  patient  was  not  in  a 
condition  to  withstand  a  prolonged  operation.  There  was  a 
little  leakage  for  three  days,  but,  as  Dr.  Bovee  has  pointed 
out,  this  is  not  a  serious  matter,  and  extensive  leakage  on 
a  healthy  peritoneum  is  not  serious  because  it  finds  its  way 
out  if  there  is  a  drainage  tract  to  provide  for  it.  It  does  not 
disturb  the  patient's  convalescence.  The  woman  went  on  to 
recovery, 

I  do  not  think  it  is  so  important  as  to  what  particular 
method  is  adopted  in  making  this  anastomosis.  Whether 
we  adopt  the  ingenious  method  of  Dr.  McLean,  the  Van 
Hook  method,  which  I  have  not  been  able  to  see  any  great 
advantage  in,  the  method  of  Dr.  Bovee,  or  the  simple  method 
of  end-to-end  invagination  anastomosis,  I  do  not  believe 
it  makes  a  very  great  difference  which  of  these  is  adopted. 
The  result  tends  to  be  good.  The  constant  passage  of  the 
urine  along  the  ureter  helps  to  make  up  the  tract  and  brings 
the  tract  into  the  one  tract  and  assists  in  making  the  anas- 
tomosis a  success. 

In  cases  in  which  there  is  a  great  deal  of  structure  of  the 
ureter  lost,  I  think  we  are  left  in  dire  straits  when  it  comes 
to  putting  the  ureter  into  the  intestine,  and  I  think  the 
preferable  operation  would  be  to  remove  the  kidney. 

Dr.  McLean  (closing  the  discussion). — I  have  but  a  few 
words  to  say.  This  particular  method  was  devised  to  meet 
those  cases  where  invagination  is  not  easy,  and  where  the 
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implantation  of  the  ureter  into  the  bladder  is  not  practical. 
I  have  outlined  one  case  where  this  could  not  have  been 
done,  and  yet  where  the  ends  of  the  ureter  could  have  been 
brought  into  apposition,  and  it  is  in  just  such  cases  I  would 
suggest  this  operation.  I  was  not  aware  that  Dr.  Broun 
had  done  the  operation,  nor  have  I  seen  any  reference  to  it  in 
the  literature.  It  simply  occurred  to  me  that  it  was  a  good 
proposition,  and  I  still  think  it  is,  and  all  the  more  so  since  I 
have  heard  this  discussion,  which  is  more  valuable  than  the 
paper  itself,  which  is  very  often  the  case. 
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THE  USE  OF  THE  UTERINE  STEM. 


By  F.  H.  Davenport,  M.D., 
Boston,  Mass. 


An  experience  of  nearly  twenty  years  with  the  uterine 
stem  has  given  me  a  familiarity  wdth  the  conditions  suit- 
able for  its  employment  and  a  confidence  in  its  efficacy 
which  leads  me  to  communicate  this  brief  paper  on  this 
subject. 

I  have  sewed  a  stem  into  the  uterus  nearly  two  hundred 
times,  mainly  for  two  conditions,  dysmenorrhea  and  ster- 
ility. Experience  has  taught  me  that  it  is  almost  wholly 
in  one  type  of  painful  menstruation  that  this  procedure  is 
effective,  and  that  unless  the  diagnosis  is  carefully  made 
other  types  will  be  treated  in  this  way  with  disappointment 
and  failure.  It  is  necessary,  therefore,  to  go  into  the 
pathology  a  little. 

In  the  older  text-books,  and  in  some  of  the  newer,  we 
find  a  variety  of  painful  menstruation  mentioned  as 
obstructive.  This  presupposes  some  obstacle  to  the  exit 
of  the  menstrual  blood,  either  structural  or  spasmodic,  and 
by  many  this  is  considered  impossible.  They  say  that  the 
blood  can  easily  find  its  way  through  the  uterine  canal 
however  small  its  aperture,  and  that  examination  of  its 
calibre  by  the  passage  of  the  sound  shows  no  narrowing. 
That  is,  they  deny  that  there  is  any  such  thing  as  a  rela- 
tive stricture  of  the  canal.  The  cause  usually  assigned  by 
these  observers  for  the  dysmenorrhea  present  is  an  endo- 
metritis.   Again,  other  writers  deny  that  the  pain  suffered 
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in  these  cases  is  due  to  any  local  trouble  at  all,  but  claim 
that  it  is  a  manifestation  of  some  general  condition,  to  be 
relieved  by  general  treatment. 

It  is  evident  that  with  this  variance  of  opinion  as  to  the 
cause  of  this  symptom  the  treatment  must  differ  widely. 
My  own  views  are  briefly  as  follows : 

The  patient  with  dysmenorrhea  of  the  type  I  am  con- 
sidering gives  the  following  history:  She  has  usually 
suffered  since  the  advent  of  puberty,  not  infrequently  with 
gradual  increase  in  severity  in  the  course  of  years.  The 
pain  usually  comes  on  with  the  flow,  grows  more  severe, 
and  attains  its  maximum  in  from  six  to  twelve  hours.  It 
lasts  from  twelve  to  twenty-four  hours,  and  its  subsidence 
is  coincident  with  the  free  establishment  of  the  flow.  It 
varies  in  intensity  from  a  dull  ache  to  sharp  paroxysmal 
pains,  usually  in  front,  rarely  in  the  back,  sometimes 
accompanied  by  nausea.    Usually  there  are  no  clots. 

Examination  usually  reveals  the  following  conditions: 
A  rather  small  uterus  with  some  degree  of  anteflexion, 
and  a  conical  cervix  with  small  os  externum.  The  passage 
of  the  probe  is  characterized  by  the  occurrence  of  sharp 
pain  when  the  point  of  the  probe  reaches  the  internal  os. 
This  is  distinctly  of  the  character  of  the  pain  of  menstrua- 
tion. There  is  relative  narrowing  of  the  canal  at  this 
point,  as  shown  by  the  fact  that  some  force  is  usually 
required  to  introduce  the  small-sized  sounds.  This  may 
be  in  some  cases  spasmodic,  but  in  the  majority  of  cases 
it  is  structural  and  is  a  real  stricture.  There  is  an  increase 
of  connective  tissue  at  this  point,  with  narrowing  and  much 
loss  of  flexibility  in  the  canal. 

My  explanation  of  the  pain  in  these  cases  is  as  follows : 

When  the  flow  starts  there  is,  owing  to  the  flexion  of  the 
uterus  and  the  relative  narrowing  of  the  canal,  a  slight 
backing  up  of  the  secretion  and  an  attempt  of  the  uterus 
to  be  relieved  of  it.     The  contraction  of  the  uterus  gives 
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rise  to  pain  at  the  sensitive  internal  os.  As  the  amount  of 
blood  increases  the  pain  becomes  more  severe,  this  stage 
lasting  several  hours.  During  this  time  the  uterus  is 
gradually  becoming  softer,  the  rigidity  of  the  canal  lessen- 
ing, and  when  this  has  occurred  the  pain  ceases,  and  this 
is  usually  coincident  with  the  maximum  flow.  The  essen- 
tial feature,  therefore,  of  this  form  of  dysmenorrhea  I 
consider  to  be  the  sensitiveness  of  the  internal  os,  due  to  a 
flexion  or  narrowing  or  both,  and  except  in  the  first  year 
after  puberty  accompanied  by  a  growth  of  connective 
tissue. 

The  time-honored  treatment  for  this  type  of  dysmen- 
orrhea has  been  dilatation,  and  it  has  stood  the  test  of  time 
remarkably  well.  Even  a  slight  dilatation  vsdll  show 
results.  I  have  frequently  dilated  at  the  office  without 
ether,  as  much  as  the  patient  could  fairly  well  stand,  with 
relief  of  pain  for  the  next  period  or  two.  The  nearer  to 
the  period  this  dilatation  is  done  the  better  the  result.  For 
years  I  dilated  under  ether  with  relief  for  a  time,  but  the 
effect  was  in  many  cases  only  temporary. 

My  memory  easily  goes  back  to  the  time  when  discission 
of  the  OS  uteri  and  the  cervix,  as  described  by  Dr.  Sims, 
was  in  vogue.  That  master  of  gynecological  surgery  found 
by  experience  that  the  tough  ring  of  the  internal  os  was 
the  real  point  to  be  treated,  and  incised  as  well  as  dilated 
it.  This  was,  however,  sometimes  followed  by  troublesome 
hemorrhage,  and  in  those  days  at  least  septic  infection 
was  not  guarded  against  and  mishaps  occurred,  so  this 
method  has  fallen  into  disuse.  The  principle,  however, 
was  correct. 

The  satisfactory  solution  of  the  problem  of  how  to  treat 
this  kind  of  dysmenorrhea  seems  to  me  to  have  been 
solved  by  the  uterine  stem.  I  use  a  hard-rubber  stem, 
two  to  two-and-a-quarter  inches  in  length,  slightly  curved, 
to  approximate  the  normal  curve  of  the  uterine  canal,  and 
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with  a  flange  perforated  with  four  holes.  I  early  found 
that  unless  it  were  sewed  in  it  would  be  forced  out  by  the 
contractions  of  the  uterus.  I,  therefore,  thoroughly  dilate 
the  canal  and  fasten  the  stem  in  by  four  wire  sutures  pass- 
ing through  the  lips  of  the  cervix. 

I  leave  it  in  from  four  to  six  weeks,  in  all  cases  over 
one  menstrual  period,  and  the  length  of  time  varying  with 
the  amount  of  hardening  of  tissue  at  the  internal  os.  It 
is  a  solid  stem,  as  a  hollow  one  does  not  drain,  and  secre- 
tions collect,  while  drainage  goes  on  perfectly  well  by  the 
side  of  the  solid  plug.  After  the  first  few  days,  during 
which  the  patient  is  kept  in  bed,  she  may  resume  her 
ordinary  life  except  as  far  as  violent  exercise  is  concerned, 
and  she  usually  has  no  symptoms  from  the  presence  of  the 
stem. 

I  know  the  prejudice  which  has  existed  against  this 
method  of  treatment,  but  I  think  it  unfounded.  I  have 
never  had  a  case  of  pelvic  inflammation  follow  the  use  of 
the  stem,  and  the  results  have  been  more  satisfactory  than 
by  any  other  method  of  treatment.  It  is  a  rational  way 
of  accomplishing  what  is  desired.  The  keeping  the  uterine 
canal  patent  and  straight  for  a  number  of  weeks,  and  the 
continuous  pressure  on  the  irritable  and  tough,  narrow 
internal  os  cause  tissue  changes  which  are  curative.  The 
results  have  almost  always  been  either  complete  relief  from 
pain  or  so  much  amelioration  that  the  patient  is  quite 
contented. 

A  second  use  of  the  intra-uterine  stem  is  for  sterility. 
The  most  common  cause  in  my  experience  is  the  anteflexed 
uterus,  and  where  this  condition  is  found,  whether  asso- 
ciated or  not  with  dysmenorrhea,  I  advise  dilatation  either 
temporary  or  permanent.  If  a  moderate  dilatation,  such 
as  can  be  done  at  the  office,  is  not  followed  by  success,  I 
advise  the  use  of  the  stem,  and  my  results  have  been 
sufficiently  good  to  encourage  me  in  its  use. 
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This  method  of  treatment  is  also  applicable  to  cases  of 
small  imdeveloped  uteri,  with  scanty  flow  and  resulting 
local  or  general  congestion.  This  applies  more  particu- 
larly to  cases  of  congenital  or  developmental  amenorrhea 
than  to  those  rare  cases  of  very  early  menopause,  in 
which  my  results  have  not  been  good. 

To  sum  up,  therefore,  we  have  in  this  method  of  treat- 
ment a  means  of  relieving  cases  of  severe  dysmenorrhea 
which  are  of  the  type  which  I  have  described.  In  this 
type  the  seat  of  the  difficulty  is  at  the  internal  os,  and  the 
stem  is  the  most  effectual  means  of  correcting  the  trouble. 
Failures  do  occur,  as  in  all  surgical  procedures,  but  no 
other  method  that  I  know  of  shows,  at  least  in  my  hands, 
any  such  proportion  of  cures. 

It  may  also  be  used  with  benefit  in  some  cases  of  ster- 
ility and  of  amenorrhea  due  to  lack  of  development  of  the 
uterus. 
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Dr.  Herman  J.  Boldt. — We  will  accept  at  once,  so  far  as 
I  am  concerned,  dysmenorrhea  as  a  symptom  from  the 
cause  which  has  been  stated  by  Dr.  Davenport.  He  has 
contrasted  his  method  of  treatment  with  the  discission  of  the 
cervix,  as  practised  and  advised  by  the  late  Marion  Sims, 
and  he  calls  attention  to  the  reason  why  the  discission  of 
the  cervix,  as  practised  at  that  time,  was  an  undesirable 
procedure,  but  Dr.  Davenport  faded  to  mention  that  at 
the  present  time  we  have  not  such  risks  because  of  our 
present  method  of  antisepsis  and  asepsis. 

Now,  the  point  which  we  are  desirous  of  overcoming  is 
the  constricted  condition  which  is  present  at  the  internal 
OS  of  the  cervix,  which  sometimes  causes  painful  menstru- 
ation. This  can  be  readily  overcome  by  incising  the  cervix, 
and  there  is  absolutely  no  risk,  so  far  as  the  surgical  interven- 
tion is  concerned,  provided  the  operator  takes  the  precautions 
which  are   required   at  the   present   time.     Moreover,   by 
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incising  the  cervix,  we  at  once  and  permanently  obviate  the 
danger  of  subsequent  contraction  which  is  always  present  if 
we  use  an  intra-uterine  stem,  or  if  we  only  dilate. 

So  far  as  dilatation  of  the  cervical  canal  in  the  office  is 
concerned,  it  is  unnecessary  for  me  to  make  comments  on 
that.  It  is  an  undesirable  procedure.  The  doctor  has  men- 
tioned that  there  is  no  danger  connected  with  the  use  of  the 
stem.  I  have  seen  quite  a  number  of  instances  where  there 
was  a  very  decided  pelvic  inflammation  caused  by  the 
wearing  of  the  intra-uterine  stem,  not  only  in  my  hands 
but  in  the  hands  of  others  where  such  instrument  was  used. 
If  one  desires  to  use  an  intra-uterine  stem  there  is  an  old 
style  instrument  which  has  two  flanges,  the  upper  part  of  ,the 
stem  being  split,  so  that  the  terminal  end  separates.  The 
instrument  is  used  in  Norway  for  different  purposes,  namely, 
for  the  purpose  of  preventing  conception.  I  have  had  several 
patients  from  Norway  who  wore  these  stems  without  ill 
effect,  but  I  have  seen  some  others  with  pelvic  peritonitis. 

So  far  as  curing  sterility  and  anteflexion  is  concerned,  we 
must  bear  in  mind  a  pathological  anteflexion  is  a  com- 
paratively rare  condition.  If  an  anteflexion  is  pathologic,  I 
do  not  know  how  we  can  possibly  cure  it  with  the  use  of  the 
intra-uterine  stem.  The  experience  of  Dr.  Davenport  backs 
him  up  when  he  makes  an  assertion  of  this  kind,  and  we 
should  not  oppose  it  unless  we  have  some  definite  reason 
for  so  doing. 

Dr.  Willis  E.  Ford. — We  all  remember  the  paper  which 
Pozzi  presented  before  the  Society  last  year.  While  I  did 
not  think  very  much  of  the  title  of  the  paper,  yet  after  it  was 
read  I  became  very  much  impressed  by  it  and  with  the 
results  reported  by  him.  I  had  an  opportunity  on  returning 
home  from  that  meeting,  to  operate  on  a  case  of  sterility  in 
a  young  woman  who  had  been  married  for  seven  years,  with 
small  uterus,  with  a  small  cervix,  and  a  circular  pin-hole  os, 
and  I  did  the  operation  as  suggested  by  him,  cutting  high 
and  dilating  the  internal  os  and  making  a  ridge  in  the  lips  of 
the  cut  surface  as  he  describes,  and  bringing  the  mucous 
membrane  of  the  canal  and  the  mucous  membrane  of  the 
vaginal  side  carefully  together  with  fine  catgut.  I  was  much 
impressed  by  the  result  I  got,  because  very  soon  afterward 
the  woman  menstruated  with  perfect  ease  for  the  first  time 
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in  her  life,  and  she  conceived  then  within  about  six  weeks, 
and  has  been  delivered.  The  delivery  was  very  easily 
effected,  and  without  any  extreme  tear.  I  cut  very  high.  I 
made  a  longitudinal  incision  clear  across  high  up.  I  have 
done  twenty  or  more  of  these  operations  since,  and  with 
two  exceptions,  there  has  been  relief  from  pain.  Within  the 
past  month  I  have  had  two  letters  saying  that  there  has  been 
pain  in  menstruation  after  this  operation.  They  were  all, 
with  the  exception  of  the  two  cases,  in  women  who  had  not 
menstruated  for  several  years,  cases  of  infantile  uteri,  or 
pretty  nearly  so.  They  have  menstruated  well  since  and 
without  any  pain.  These  two  cases  that  menstruated  with 
pain  seemed  very  favorable  when  I  operated  on  them,  and 
they  were  both  operated  for  sterility. 

I  am  quite  in  love  with  this  operation,  I  have  lost  my 
fear  of  the  intra-uterine  stem.  I  have  used  it  a  great  deal. 
I  use  the  Outerbridge  intra-uterine  pessary  for  these  cases, 
but  I  have  lost  my  confidence  in  the  use  of  it  because  of  want 
of  permanency  of  results.  While  I  have  seen  some  cases  of 
sterility  relieved  by  slitting  the  posterior  lip  and  by  a  wide 
divulsion  of  the  internal  os,  and  all  that,  I  have  very  much 
more  faith  in  this  newer  operation  which  only  lays  the  woman 
up  for  about  six  days.  The  healing  occurs  quickly,  and  on 
account  of  the  comfort  given  these  patients,  with  the  excep- 
tion of  the  two  mentioned,  I  have  found  this  little  pro- 
cedure well  worthy  of  consideration. 

Dr.  Edwin  B.  Cragin. — The  value  of  this  Society,  as  I 
understand  it,  is  the  interchange  of  experiences,  and  I  must 
say  that  no  operation  in  gynecology  has  given  me  as  much 
satisfaction  as  the  combination  of  dilatation  and  the  intro- 
duction of  the  stem  for  the  overcoming  of  dysmenorrhea 
and  sterility.  As  I  look  at  the  condition  in  the  uterus  which 
is  benefited  by  this  dilatation  and  the  introduction  and 
wearing  of  the  stem,  it  is  a  lack  of  development  of  the 
uterus. 

So  far  as  my  teaching  goes,  I  practically  leave  anteflexion 
out  as  one  of  the  common  conditions,  but  speak  of  the 
condition  as  a  lack  of  development  in  the  lower  uterine 
segment. 

In  regard  to  the  use  of  the  stem,  it  seems  to  me,  it  is 
especially  important  that  the  stem  be  absolutely  sterile,  and. 
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therefore,  I  believe  the  stem  should  be  boiled  and  used 
directly  from  the  sterilizer. 

In  regard  to  keeping  the  stem  in,  I  think  the  suggestion 
made  by  Dr.  Wylie  has  served  me  better  than  any  other, 
and  that  is  the  use  of  a  retroversion  pessary  which  will  keep 
the  cervix  well  back  in  the  fornix  vaginae  and  allow  the 
posterior  vaginal  wall  to  come  against  it. 

As  to  the  length  of  time  the  stem  should  be  left  in,  I  do 
not  let  a  woman  go  abroad  with  a  stem  in.  I  like  to  keep  the 
stem  in  while  they  are  quiet  in  bed  and  off  their  feet,  but  do 
not  believe  in  letting  these  women  go  about  very  much. 
Two  weeks  will  suffice  in  most  cases. 

As  to  the  results,  scarcel}'  a  year  passes  in  which  I  do  not 
deliver  a  number  of  women  whom  I  have  enabled  to  become 
pregnant  by  the  use  of  dilatation  and  the  stem. 

Regarding  the  question  as  to  whether  dilatation  alone 
suffices,  I  have  now  under  my  care  a  woman  four  months 
pregnant,  who  had  been  previously  dilated  without  result  by 
another  operator  without  using  the  stem,  and  two  years 
later,  that  is,  last  December,  I  dilated  and  introduced  a  stem, 
and  she  became  pregnant  immediately  following  the  next 
menstruation.  I  believe  it  is  a  safe  procedure.  I  believe  it  is 
a  procedure  which  relieves  dysmenorrhea  in  a  large  percent- 
age of  the  cases.  I  believe  it  is  a  procedure  which  will 
enable  a  large  number  of  women  to  become  pregnant. 

Dr.  Charles  M.  Green. — I  would  like  to  say  that  my 
experience  accords  with  Dr.  Davenport's  in  the  beneficial 
results  of  dilatation  of  the  cervix  and  in  the  use  of  the  intra- 
uterine stem.  In  my  experience,  as  in  Dr.  Cragin's  also,  a 
large  proportion  of  cases  of  dysmenorrhea  are  relieved,  and 
generally  permanently  relieved,  by  this  procedure.  I  have 
also  found  this  method  successful  in  the  treatment  of  many 
cases  of  sterility.  We  know  that  in  some  cases  the  cervical 
canal  will  contract  after  three  or  four  years;  but  in  the 
married  this  is  usually  prevented  by  ensuing  pregnancy  and 
labor.  The  technique  I  employ  differs  slightly  from  Dr. 
Davenport's.  I  do  not  allow  a  woman  to  go  about  wearing 
an  intra-uterine  stem.  I  keep  the  patient  in  bed  for  two 
weeks,  and  then  remove  the  stem.  In  this  way  I  have  not 
found  it  necessary  to  stitch  the  stem  in  situ,  but  generally 
apply  a  sterile  gauze  dressing,  changing  it  every  two  or 
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three  days.  I  have  also  preferred  a  glass  stem  to  one  of 
rubber.  In  some  cases  of  marked  anteflexion  of  the  cervix, 
after  removal  of  the  stem,  I  have  found  it  useful  to  employ  a 
pessary  to  lift  the  posterior  vaginal  fornix  and  thus  carry 
the  cervix  backward. 

Dr.  W.  Gill  Wylie. — I  am  very  glad  to  be  present  to 
have  heard  the  paper  of  Dr.  Davenport,  and  especially  the 
remarks  of  Dr.  Cragin  and  others  on  this  subject,  but  I  would 
like  to  inform  the  author  of  the  paper  that  if  he  will  look 
up  a  contribution  in  Gynecology  by  American  Authors,  written 
by,  or  edited  by  Mann,  he  will  find  literally  the  statements 
he  has  made  and  the  method  he  advises  for  menstrual  dis- 
orders, with  the  exception  of  sewing  the  tube  or  stem  to  the 
cervix,  and  with  this  difference  of  there  being  a  slot  in  the 
side  of  about  one-third  of  an  inch  in  caliber  which  will 
enable  the  blood  to  get  out.  I  have  repeated  that  treatment 
half  a  dozen  times  in  cases  of  sterility  and  with  a  view  to 
influencing  the  development  of  the  uterus,  and  have  gone 
much  further  than  that  in  later  years  in  taking  the  ground 
that,  with  rare  exceptions,  these  cases  are  the  result  of  im- 
perfect development,  the  imperfect  development  resulting 
in  slight  uterine  catarrh,  which  can  be  prevented.  I  am 
much  pleased  to  know  that  the  thing  is  being  generally 
adopted  by  other  practitioners,  and  I  can  understand  per- 
fectly why  it  was  not  adopted  twenty-five  years  ago,  because 
the  operation  is  not  easy  in  the  more  difficult  cases.  Where 
there  is  any  active  inflammatory  trouble,  if  you  use  nitrate 
of  silver  to  control  the  catarrh  that  is  present,  you  accom- 
plish results.  If  there  is  any  subject  I  have  been  satisfied 
with  it  is  that  one  subject.  There  is  not  the  slightest  risk 
attending  the  use  of  the  hard  rubber  stem  if  it  has  been 
aseptically  cared  for,  especially  if  the  woman  has  never  had 
children.  In  women  who  have  no  children,  it  is  frequently 
advisable  and  best  to  run  a  small  curette  over  the  surface,  as 
in  this  way  you  will  get  much  better  results. 

Dr.  Le  Roy  Broun. — Since  my  attention  was  called  three 
years  ago  to  Dr.  Davenport's  stem,  I  have  obtained  better 
results  from  the  use  of  it  than  from  any  other  previous 
method.  There  is  one  feature  of  the  stem  which  the  doctor 
did  not  bring  out,  and  which  differs  from  that  of  Dr.  Wylie, 
and  that  is  its  unusual  size.    The  stem  as  suggested  by  Dr. 
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Davenport  is  solid  and  about  the  size  of  the  small  finger.  I 
think  in  that  lies  very  largely  its  value,  in  addition  to  the 
drainage,  etc. 

Dr.  Clement  Cleveland. — As  a  pupil  of  Sims,  in  the 
early  days  I  followed  his  method  with  varying  results,  always 
with  fear,  being  aware  that  Sims  lost  cases.  But  this  was  in 
the  days  before  thorough  asepsis  was  practised.  When  Dr. 
Dudley  published  his  articles  on  anteflexion  and  spoke  of 
the  relief  which  followed  the  method  he  advocated,  I  took 
up  his  operation  and  practised  it  with  good  results,  per- 
forming it  in  over  three  hundred  cases.  When  Dr.  Daven- 
port told  me  of  the  stem  he  had  devised  for  this  purpose,  I 
hesitated  about  using  it  through  fear  of  the  stem,  knowing 
that  serious  results  had  come  from  its  use,  but  my  timidity 
was  overcome  after  a  while  and  I  began  using  it.  My  results 
have  been  far  better  from  its  use  than  after  the  Dudley  oper- 
ation, so  much  so  that  I  never  now  do  the  Dudley  operation. 

In  regard  to  the  stem  itself,  I  think  it  is  very  important 
that  it  should  be  as  large  as  the  stem  used  by  Dr.  Davenport. 
I  do  not  believe  in  using  a  fenestrated  stem  or  hollow  stem, 
on  account  of  the  danger  of  clogging.  There  is  far  more 
danger  of  infection.  Following  the  use  of  the  stem  there  is 
usually  relief  from  dysmenorrhea.  Patients  do  not  suffer. 
It  is  my  habit  to  sew  it  to  the  cervix  with  silkworm  gut  and 
I  leave  it  in  for  varying  periods,  always  through  two  menstru- 
ations. Sometimes  by  accident,  if  the  patient  does  not 
return  to  me  to  have  it  removed,  it  is  worn  for  four  months, 
and  this  has  been  done  with  no  bad  results.  I  think  the  bad 
results  we  had  in  the  beginning  came  from  the  small  size  of 
the  stem  and  the  want  of  thorough  asepsis.  I  think  I  have 
heard  one  or  two  say  they  have  seen  some  bad  results  from 
the  use  of  the  stem,  but  I  think  for  that  reason  the  stem  has 
not  been  a  large  one  like  that  Dr.  Davenport  speaks  of. 

Another  point:  In  cases  of  dysmenorrhea,  with  muco- 
purulent discharge,  I  have  seen  in  the  use  of  the  stem,  after 
it  has  been  removed,  cases  where  there  had  been  the  dis- 
charge of  thick  mucus,  and  which  were  incurable  by  the  use 
of  applications;  that  in  most  cases  the  discharge  had  greatly 
diminished  or  disappeared  entirely.  I  have  seen  several 
cases  within  the  last  year  where  there  had  been  an  apparent 
cure  of  mucopurulent  discharge  merely  from  the  use  of  the 
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stem.  I  have  in  hand  now  a  case  that  comes  to  see  me  once 
every  few  weeks,  where  four  or  five  months  ago  I  used  the 
stem.  It  was  a  case  of  fungous  endometritis,  with  erosion 
and  eversion  of  the  lips.  There  was  no  flexure.  The  uterus 
was  large,  and  there  was  no  dysmenorrhea.  I  tried  the 
stem  as  an  experiment  because  of  my  results  following  its 
use  in  other  cases,  and  there  was  a  disappearance  of  the 
mucopurulent  discharge.  A  few  weeks  ago  I  removed  the 
stem,  and  I  found  to  my  delight  that  the  erosion  had  very 
nearly  disappeared,  and  that  the  mucopurulent  discharge 
had  ceased.  Of  course,  that  is  only  one  positive  case,  but 
there  are  one  or  two  others  in  which  I  feel  that  the  results 
have  been  good.  I  believe  the  stem  gives  us  a  means  of 
relieving  those  cases  where  the  constant  application  of 
various  antiseptics  has  failed.  I  look  to  the  future  use  of 
this  stem  as  being  of  great  promise. 

Dr.  George  Tucker  Harrison. — I  am  glad  that  Dr. 
Davenport  in  speaking  of  the  indications  for  the  employment 
of  the  intra-uterine  stem  defends  the  doctrine  of  Sims  of  the 
mechanical  theory  of  dysmenorrhea.  A  great  many  authors 
have  criticised  Sims,  and  especially  some  of  the  distinguished 
German  authors,  such  as  Fritsch,  Kuestner,  and  others,  on 
account  of  his  views;  but  it  has  seemed  to  me  that  if  we 
dilate  the  uterus  and  allow  a  free  exit  for  the  blood  we  relieve 
the  dysmenorrhea.  I  am  absolutely  sure  that  Dr.  Daven- 
port is  correct  in  saying  that  the  intra-uterine  stem  does 
relieve  those  conditions— dysmenorrhea  and  sterility — and 
therefore  it  is  certainly  indicated  in  a  number  of  these  cases. 
I  do  not  use  the  intra-uterine  stem  as  much  as  I  formerly 
did,  preferring  other  methods,  but,  at  the  same  time,  I 
have  had  experience  enough  with  it  to  know  it  is  of  great 
value. 

There  is  one  point  I  wish  to  speak  of  because  it  has  been 
mentioned  a  number  of  times,  and  that  is  the  subject  of 
anteflexion.  I  think  we  ought  to  eliminate  that  term.  When 
I  first  began  my  career  as  a  gynecologist  under  Emmet  and 
Sims,  the  thing  that  struck  me  was  how  often,  when  Sims 
made  bilateral  discission  and  Emmet  a  posterior  section, 
we  saw  anteflexions.  I  was  astounded  that  we  found  this 
condition  so  often.  After  researches  had  been  made  by 
Schultze  it  was  found  that  anteflexion  was  a  normal  con- 
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dition.  Therefore,  I  would  like  to  tell  my  friend  Dr.  Dudley 
that  it  was  a  work  of  supererogation  he  performed  in  invent- 
ing an  operation  to  cure  anteflexion.  We  do  not  want  to 
cure  it.  The  proper  term  we  ought  to  use  is  fixation  of  the 
uterus.  Anteflexion  is  a  normal  condition.  As  Schultze 
taught  us,  there  was  posterior  parametritis  or  perimetritis, 
and  the  great  and  important  thing  is  fixation,  and  you 
do  cure  it  by  the  use  of  the  intra-uterine  stem,  or  at  least 
relieve  the  symptoms. 

Dr.  Davenport  (closing). — I  have  only  a  few  words  to 
say  in  closing  the  discussion.  I  recognize  and  stated  in  my 
paper  that  discission,  as  practised  by  Sims,  was  the  right 
principle,  and  I  myself  operated  in  that  way  a  great  many 
times.  It  has  seemed  to  me,  however,  that  the  dilatation  and 
the  use  of  the  stem  is  a  much  more  thorough  method  of 
treatment  of  these  cases  than  the  discission,  and  is  to  be 
preferred  on  that  account.  I  can  perfectly  well  conceive 
that  there  might  be  in  certain  cases  that  are  not  properly 
selected,  or  where  proper  precautions  are  not  taken  as 
regards  the  care  of  the  patients  afterward,  slight  pelvic 
trouble.  The  simplest  manipulation  about  the  uterus  may 
be  followed  in  certain  instances  by  pelvic  trouble  and  the 
extension  of  inflammation,  but  in  my  own  experience  that 
has  not  occurred. 

Dr.  Ford  spoke  about  the  Pozzi  operation,  and  I  remember 
very  well  the  description  of  it.  I  seems  to  me,  however, 
to  fail  to  reach  this  class  of  cases,  because,  as  Dr.  Pozzi 
described  it,  it  leaves  the  internal  os,  which  is  the  seat  of  the 
trouble,  untouched.  Thorough  dilatation  is  done  without 
any  means  to  make  it  permanent,  and  I  fail  to  see  how  any 
operation  which  is  confined  mainly  to  the  external  os  and 
lower  part  of  the  cervix  can  affect  this  form  of  dysmenorrhea. 

With  regard  to  what  Dr.  Cragin  said  about  these  cases 
being  due  to  a  lack  of  development,  I  agree  with  him.  I  do 
not  quarrel  with  the  term  anteflexion.  In  these  cases  there 
is  more  of  a  forward  bend  which  is  normal.  The  uterus  has 
more  of  a  curve  in  these  cases  than  in  the  normal  cases,  and 
usually  the  uteri  are  poorly  developed,  with  narrow  conical 
cervices,  and  that  is  the  true  pathology.  My  own  experience 
is  decidedly  against  the  possibility  of  keeping  these  stems  in 
without  suturing  them.    In  some  of  the  most  obstinate  cases, 
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where  there  was  the  greatest  amount  of  connective  tissue 
at  the  internal  os,  and  where  dilatation  was  very  difficult, 
these  being  the  cases  we  need  to  cure  most,  the  stem  was 
forced  out  imtil  I  adopted  the  method  of  sewing  it  in.  It 
would  not  stay  in  place;  therefore,  I  think  it  should  be 
sewed  in.  I  keep  these  patients  in  bed  a  week  practically, 
and  allow  them  to  go  about  after  this,  using  every  precaution 
so  that  while  the  stem  is  being  worn  there  should  be  no 
unusual  irritation,  and  in  this  way  the  stem  may  be  left  in 
practically  indefinitely,  In  cases  of  amenorrhea  I  have  left 
the  stem  in  for  nine  months  to  a  year  without  any  trouble 
whatever. 


FIBKOID  TUMOR  COMPLICATING  PREGNANCY 

AND  RENDERING  A  CONTINUANCE  OF 

GESTATION  DANGEROUS  AND 

NATURAL  DELIVERY 

IMPOSSIBLE.- 


By  B,  F.  Baee,  M.  D., 
Philadelphia,  Pa. 


To  retell  an  oft  told  tale  may  be  trite  and  uninterest- 
ing, but  to  remain  alive  and  awake  it  is  necessary  to  keep 
constantly  drilling  and  rehearsing,  so  that  the  best  dis- 
cipline shall  prevail  and  the  best  success  may  be  won. 

If  it  goes  vrithout  saying  that  it  is  a  misfortune  for  a 
woman  to  have  a  uterine  fibroid,  it  will  be  at  once  admitted 
that  the  misfortune  becomes  greatly  multiplied  when  preg- 
nancy is  added  as  a  complication.  This  becomes  especially 
true  when  the  tumor  is  situated  in  the  lower  uterine  seg- 
ment, and  in  the  posterior  wall  or  the  broad  ligament,  in 
the  consideration  of  which  this  communication  is  largely 
concerned. 

Early  in  my  medical  career,  it  was  my  fortune  to  see 
two  cases  of  pregnancy  complicated  with  fibroid  tumor,  in 
one  of  which  rupture  of  the  uterus  occurred  during  labor, 
followed  by  the  death  of  both  mother  and  child ;  the  other 
where  death  resulted  from  septic  peritonitis  in  conse- 
quence of  injury  to  the  soft  parts,  following  instrumenta- 
tion for  dystocia  caused  by  a  blocking  fibroid.  The  child 
had  perished  during  the  labor. 
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The  first  case  was  attended  bj  a  midwife.  To  the  other 
I  was  related  as  an  assistant. 

This  dreadful  experience  impressed  upon  me  the  fact 
that  pregnancy  complicated  with  fibroid  tumor  was  a  most 
serious  condition;  and  investigation  of  the  literature  of 
the  time  soon  convinced  me  that  I  had  only  witnessed,  in 
a  concentrated  form,  a  disaster  that  was  not  uncommon  in 
a  period  that  has  passed. 

I  found  among  the  latest  and  best  authors  of  the  time, 
that  Barnes  and  Playfair  alike  advised  women  with 
uterine  fibroids  not  to  marry.  Barnes  wrote :  "Happily, 
in  a  great  number  of  instances,  fibroid  tumor  or  myoma 
imbedded  in  the  walls  of  the  uterus  operates  as  a  bar  to 
conception;  but  when  pregnancy  does  supervene  the  result 
is  often  disastrous.  The  tumor  interferes  with  the  equable 
development  of  the  uterus ;  and,  therefore,  frequently  deter- 
mines hemorrhage  and  abortion.  And,  perhaps,  this  is  a 
fortunate  event;  for  delivery  in  the  latter  months  brings 
additional  danger.  .  .  .  Looking  to  future  proba- 
bilities, we  should  deprecate  incurring  the  risk  of  another 
pregnancy.  I  believe  every  experienced  obstetrician  would 
advise  a  single  woman  known  to  have  fibroid  tumors  in  the 
uterus  to  avoid  marriage;  with  the  doubtful  exception  of 
tumors  seated  in  the  fundus."  ^ 

These  were  wise  words  and  most  sound  teaching;  and 
they  are  as  true  and  applicable  to  the  present  time  as  when 
they  were  written,  more  than  thirty  years  ago.  The  only 
advance  we  have  made  in  the  management  of  these  cases 
is  in  the  protection  we  have  been  able  to  give  them,  by 
the  operative  measures  that  have  been  established  by  the 
work  of  the  gynecologist,  in  abdominal  surgery.  This,  of 
course,  has  been  a  great  gain,  for  by  it  many  thousands 
of  lives  have  been  saved;  but  it  has  not  often  given  the 
power  to  perform  safely  the  function  of  childbearing. 

1  Robert  Barnes,  M.  D.,  Obstetric  Operations,  London,  1875. 
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Since  that  time  I  have  been  teaching  that  a  married 
woman  or  one  about  to  marry  and  known  to  have  uterine 
fibroids  should  be  advised  as  to  the  dangers,  and  that  if 
she  then  desires  protection  it  is  our  duty  to  give  it,  even 
to  supravaginal  hysterectomy,  if  myomectomy  does  not 
give  promise  of  safety. 

Nature  herself  recognizes  the  danger  and  impropriety 
of  fecundation  in  the  presence  of  fibroid  tumor,  as  wit- 
nessed by  the  frequent  occurrence  of  sterility,  miscarriage, 
or  premature  labor.  And  it  was  mainly  from  miscarriage 
or  premature  labor  that  the  large  mortality  occurred  in  the 
period  before  these  patients  were  rescued  by  abdominal 
operation.  At  least  four  of  the  six  cases  here  recorded, 
and  probably  also  the  other  two,  would  have  perished  if 
such  aid  had  not  been  given. 

True,  the  location  of  the  tumor  has  much  to  do  with 
the  result;  but,  at  best,  a  fibroid  uterus  is  not  a  good 
breeding  nidus;  for  the  children  that  survive  the  ordeal 
of  labor,  or  Cesarean  section  at  or  near  term,  are  often  so 
feeble  from  the  circulatory  disturbances  in  the  placenta 
that  many  of  them  die  in  infancy  or  early  childhood ;  and 
this  would  seem  to  be  in  agreement  with  the  law  that  only 
the  fittest  should  survive. 

According  to  the  statistics  of  Susserot,  Nauss,  and 
Lefour,  as  quoted  by  our  President,  Dr.  E.  P.  Davis, 
more  than  50  per  cent,  of  the  mothers  and  nearly  70  per 
cent,  of  the  children  perished  as  a  result  of  this  complica- 
tion. The  later  history  of  the  mothers  who  escaped  death 
is  not  recorded,  but  it  is  fair  lo  presume  that  many  suf- 
fered death  later  in  consequence  of  another  pregnancy; 
and  the  after-history  of  the  children  saved  would  be  inter- 
esting and  useful. 

To  be,  as  was  the  third  Kichard,  "Sent  into  this  breath- 
ing world  before  (its)  time,  scarce  half  made  up,"  is  a 
misfortune  of  immeasurable  consequence!     Should  it  be 
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forced  upon  the  unborn,  and  the  race  deteriorated  thereby  ? 
The  battle  against  the  odds  of  life  is  difficult,  even  for 
the  strongest. 

We  should  also  consider  that  the  mothers  who  fortu- 
nately escape  with  life  are  often  so  broken  in  health  that, 
to  regain  it,  and  immunity  from  further  risk,  must  after 
all  go  to  operation. 

At  the  same  time,  I  am  aware  that  occasionally,  when 
the  tumors  are  located  in  the  upper  zone,  the  gestation 
goes  to  term  more  or  less  normally ;  and  that  safe  delivery 
of  a  normal  child  is  accomplished.  The  following 
"remarable  case"  was  related  at  a  recent  meeting  of  the 
New  York  Obstetrical  Society  by  our  distinguished  col- 
league. Dr.  W.  Gill  Wylia 

A  doctor's  wife,  between  three  and  four  months  preg- 
nant, had  been  seen  by  several  other  doctors  and  they 
thought  it  wise  to  terminate  the  pregnancy.  Dr.  Wylie 
thought  that  "if  those  fibroids  had  much  to  do  with  the 
uterus,  the  pregnancy  would  not  have  gone  so  far.  There 
were  two  or  three  as  big  as  small  lemons  and  others  of  less 
size."  He  advised  watching  the  patient  closely  and  wait- 
ing until  near  term.  He  then  delivered  her  of  a  nine- 
pounds  healthy  child.  "I  then  treated  her  to  secure  rapid 
involution  and  advised  her  to  try  again.  She  had  a  second 
child  about  fifteen  months  afterward.  She  was  then  forty- 
five  years  of  age." 

The  tumors  in  this  case  were  small  and  were  evidently 
rather  on  the  surface  than  interstitial.  They  were  not 
located  in  a  position  where  the  circulation  is  much  dis- 
turbed, as  it  is  in  the  vast  majority  of  cases. 

Therefore,  I  cannot  endorse  as  wise  teaching  the  advice 
he  gives  in  the  same  discussion,  that  when  "discovering  a 
woman  with  fibroids,  if  she  is  married,  it  is  the  doctor's 
duty  to  put  that  woman  in  condition  so  that  she  can  become 
pregnant  and  will  have  a  child." 
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It  will  at  once  be  seen  how  directly  opposite  is  this 
teaching  to  that  expressed  in  the  words  which  constitute 
the  sentiment  of  this  communication.  It  is  true,  my  paper 
relates  to  blocking  fibroids  particularly,  which  are  usually 
located  in  the  lower  zone  of  the  posterior  wall  or  within 
the  folds  of  the  broad  ligament.  This  was  true  in  five  of 
the  six  cases. 

Then,  who  can  tell  how  rapidly  the  fibroids  may  grow 
after  impregnation  in  the  most  favorably  appearing 
cases?  A  remarkably  rare  instance  should  not  be  made 
the  precedent. 

As  long  as  the  clock  is  going  the  pendulum  will  swing 
from  one  extreme  to  the  other;  and  this  is  necessary  to 
mark  the  progress  of  time.  But  in  science,  when  the  pen- 
dulum is  swung  to  the  extreme  degree  it  does  not  mark 
progress.  Neither  is  it  best,  if  it  were  possible,  to  take  a 
middle  course. 

Take  the  one  side  or  the  other,  and  then  by  discussion 
our  knowledge  will  grow  by  discovery  of  the  truth.  The 
figurative  "middle  of  the  road"  is  like  the  twilight,  in 
which  you  can  see  the  object  but  cannot  distinguish  the  dog 
from  the  wolf  or  the  friend  from  the  foe. 

Read  carefully  the  cases  appended,  and  think  about  this 
important  question. 

Fibroid  tumor  is  also  a  cause  of  extrauterine  pregnancy. 
My  first  case  of  this  disease  was  caused  by  a  small  tumor 
blocking  the  left  Fallopian  tube  at  its  junction  with  the 
uterine  cornu. 

Both  antepartum  and  postpartum  hemorrhage  are  also 
dangers  to  be  considered. 

Case  I.  Multiple  fibroid  tumor  of  the  uterus,  compli- 
cating pregnancy;  hemorrhage  and  miscarriage;  myo- 
mectomy and  oophorectomy. — The  patient  was  twenty- 
seven  years  of  age  in  January,  1891.  Several  years  pre- 
viously she  began  to  flow  more  freely  at  the  menstrual 
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periods,  and  later  had  metrorrhagia  two  or  three  times  a 
month.  A  year  before  she  noticed  several  "lumps"  in  the 
lower  abdomen.  The  last  menstrual  period  had  occurred 
in  September,  and  soon  after  she  began  to  suffer  from 
pelvic  distress,  rectal  and  vesical  pressure,  etc.  Early  in 
January  expulsive  pains  and  hemorrhage  became  severe, 
and  for  the  latter  symptoms  mainly  she  sought  relief. 

Examination  of  the  abdomen  revealed  a  number  of 
tumors,  apparently  connected  with  the  uterus.  Per  vagi- 
num,  a  large,  rather  hard  tumor  occupied  the  hollow  of 
the  sacrum.  The  cervix  was  almost  out  of  reach  of  the 
finger,  behind  the  symphysis  of  the  pubes.  The  os  uteri 
was  patulous  and  a  portion  of  the  fetal  membranes  pre- 
sented. The  indications  seemed  clear.  Under  anesthesia 
the  miscarriage  was  completed,  but  with  some  difficulty, 
because  I  could  not  elevate  the  pelvic  tumor  which  occu- 
pied the  posterior  wall  of  the  uterus. 

The  patient  made  slow  progress  toward  recovery,  and 
three  weeks  later,  after  abdominal  section,  I  removed  three 
cocoanut-sized  tumors  from  the  upper  zone.  They  were 
more  or  less  pedunculated.  The  pelvic  mass  was  wedged, 
and  there  were  recent  inflammatory  deposits  around  it  and 
the  appendanges,  which  latter  were  considerably  enlarged. 
I  considered  it  safer  at  that  stage  of  my  experience  to 
remove  the  appendanges,  leaving  the  uterus  and  pelvic 
tumor.  The  patient  made  a  stormy  recovery,  and  I 
resolved  that  I  would  try  to  do  better  with  the  next  case. 
Supravaginal  hysterectomy  should  have  been  done  at  once, 
before  the  miscarriage  was  completed. 

Case  II.  Supravaginal  hysterectomy  for  fibroid  tumor 
complicating  pregnancy  and  rendering  labor  impossible. — 
Mrs.  H.,  aged  thirty-seven  years,  was  married  in  Feb- 
ruary, 1891.  Menstruation  had  become  rather  profuse 
during  the  preceding  two  years,  but  the  patient  considered 
herself  in  good  health  until  five  months  after  her  marriage, 
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when  she  began  to  experience  pelvic  pressure  symptoms. 
Her  catamenia  had  been  suppressed  in  June.  About 
September  1,  she  began  to  suffer  with  severe  pain 
in  the  pelvis,  and  with  rectal  and  vesical  tenesmus.  I 
saw  her  on  September  28,  in  consultation  with  Dr. 
F.  L.  Horning  and  Dr.  J.  S.  Baer,  of  Camden,  N.  J. 
She  was  extremely  anemic  and  appeared  to  be  in 
great  distress.  The  abdomen  was  distended  by  an  irreg- 
ular tumor  which  extended  above  the  umbilicus.  The 
tumor  mass  was  larger  on  the  right  side  and  was  connected 
with  a  pelvic  tumor  by  an  hour-glass  constriction.  The 
mass  on  the  right  side  was  rather  globular  and  conveyed 
a  boggy,  semi-fluctuating  sensation,  while  that  in  the  pelvis 
was  quite  firm,  apparently  solid.  Vaginal  examination 
revealed  a  firm,  hard  tumor  as  large  or  larger  than  a  child's 
head.  It  entirely  filled  the  pelvic  cavity  and  was  immov- 
ably fixed.  The  cervix  uteri  could  not  at  first  be  found, 
but  it  was  finally  located  above  the  transverse  ramus  of  the 
pubic  bone,  and  almost  out  of  reach  of  the  finger.  Com- 
bined palpation  showed  the  globular  mass  on  the  right  side 
to  be  continuous  with  the  cervix.  There  was  a  well-marked 
uterine  bruit.  Diagnonsis,  fibroid  tumor  complicating 
pregnancy  and  rendering  labor  impossible. 

The  great  suffering  and  danger  made  it  imperative  that 
steps  should  at  once  be  taken  for  her  relief,  and  she  was 
transferred  to  the  Polyclinic  Hospital. 

Operation,  October  2,  1891.  After  anesthesia,  I 
endeavored  to  dislodge  the  tumor  and  elevate  it  into  the 
abdominal  cavity,  with  the  hope  that  the  pregnancy  might 
go  to  term,  but  failed,  and  therefore  decided  to  open  the 
abdomen.  Incision  exposed  the  pregnant  uterus.  The 
organ  was  resting  on  the  tumor,  being  connected  with  the 
latter  by  a  pedicle  about  two  inches  in  diameter.  The  left 
broad  ligament  and  the  tube  and  ovary  were  stretched 
over  the  pelvic  mass.     After  great  instrumental  effort  the 
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tumor  was  released  from  the  pelvis.  The  propriety  of 
removing  the  tumor  and  leaving  the  pregnant  uterus  was 
now  considered,  but  further  examination  showed  that  the 
organ  contained  several  other  malignant-looking  tumors. 
I  therefore  determined  upon  hysterectomy.  The  operation 
was  completed  by  the  method  and  technic  described  by  the 
writer  in  the  papers  read  before  the  Society  in  1892  and 
1893.^  The  patient  made  an  uninterrupted  recovery, 
being  apparently  convalescent  from  the  beginning. 

I  saw  this  patient  last  week,  nearly  nineteen  years  after 
the  operation.    She  has  remained  in  good  health.    (Fig.  1.) 

Case  III.  Fibroid  tumor  complicating  pregnancy; 
hemorrhage  and  miscarriage;  supravaginal  hysterec- 
tomy.— Mrs.  E.  H.,  aged  thirty-six  years.  Married,  April 
1902.  The  periods  had  been  rather  profuse  since  mar- 
riage until  September,  when  suppression  occurred.  Soon 
after  pelvic  symptoms,  increasing  in  severity,  were 
present;  and  about  the  middle  of  December  metrorrhagia 
and  pain  began  and  continued  more  or  less  severe.  I  saw 
this  patient  in  consultation  with  Dr.  J.  W.  Parsons,  of 
Canton,  Pa.,  December  28. 

Examination  revealed  an  irregular,  hard  mass  in  the 
lower  abdomen.  Per  vaginum,  the  os  uteri  was  found 
rather  patulous,  with  fetal  membranes  presenting  at  the 
internal  os.  Temperature  was  elevated  and  pulse  rapid. 
The  patient  was  septic.  Miscarriage  was  inevitable,  but 
it  was  deemed  unwise  to  try  to  remove  the  product  through 
the  cervical  canal.  She  was  admitted  to  my  private  hos- 
pital and  supravaginal  hysterectomy  was  performed  early 
in  January,  1903.  There  were  several  orange-sized 
tumors,  one  submucous,  but  sessile,  two  interstitial.     The 

1  Supravaginal  Hysterectomy  without  Ligature  of  the  Cervix,  in 
Operation  for  Uterine  Fibroids.  A  New  Method.  By  B.  F.  Baer. 
M.D.  Transactions,  American  Gynecological  Society,  vols,  xvii 
and  xviii,  1892-1893. 


A 
Fig.  1. — Case  II. — .4,  myoma;  B,  pregnant  sac. 
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uterine  cavity  contained  a  four  months'  dead  product. 
The  submucous  tumor  was  undergoing  gangrenous  change. 
Recovery. 

Case  IV.  Fibroid  tumor  in  the  posterior  wall  of  the 
uterus,  complicating  pregnancy ;  pelvic  incarceration  ren- 
dered the  continuance  of  pregnancy  dangerous  and  labor 
impossible;  supravaginal  hysterectomy  at  the  fifth 
month. — Mrs.  D.,  of  Virginia,  aged  forty  years,  was  mar- 
ried on  June  1,  1905,  and  did  not  menstruate  afterward, 
although  the  periods  had  been  regular  before.  Symptoms 
of  pregnancy  were  soon  present,  and  in  August  she  began 
to  suffer  from  pelvic  distress.  The  symptoms  gradually 
increased  and  a  month  later  she  was  compelled  to  consult 
a  physician.  Examination  at  this  time  revealed  what  was 
thought  to  be  a  retroflexed,  pregnant  uterus,  and  several 
attempts  were  made,  twice  under  anesthesia,  to  dislodge 
the  pregnant  uterus  from  the  pelvis.  Failure  resulted, 
and  the  patient  was  left  in  a  worse  condition.  At  this 
time,  late  in  October,  she  was  brought  to  Philadelphia  by 
her  former  physician.  Dr.  E.  H.  Gingrich,  of  Lebanon, 
Pa.,  and  placed  in  my  care.  Dr.  Gingrich  had  made  a 
diagnosis  of  complicated  pregnancy. 

She  presented  a  picture  of  extreme  suffering,  was 
emaciated,  pale,  and  jaundiced.  There  was  a  sense  of 
fulness  and  pressure  in  the  pelvis  and  lower  abdomen, 
which  was  agonizing.  Dyspnea  was  so  marked  that  she 
could  not  occupy  the  recumbent  posture.  There  were 
retention  of  urine  and  rectal  obstruction. 

Examination  revealed  a  distended  abdomen  and  a 
rounded,  rather  symmetrical  tumor  occupying  the  lower 
portion.  Per  vaginum,  a  hard  mass  completely  filled  and 
blocked  the  pelvis.  Its  size,  shape,  and  consistency 
resembled  that  of  the  child's  head  at  full  term.  It  was 
immovably  fixed.  The  cervix  uteri  could  not  be  found, 
being  above  the  pubic  crest.     The  hypogastric  and  pelvic 
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tumors  seemed  to  be  one  mass.  The  parts  were  very 
tender  to  the  touch.  Catheterization  revealed  retention  of 
urine. 

The  patient  was  placed  in  preparation.  Eest  and 
emptying  the  bowels  by  enema  and  sulphate  of  magnesia 
removed  the  tympany,  so  that  on  the  following  day  the 
hypogastric  tumor  could  be  more  easily  defined.  It 
extended  above  the  umbilicus  and  was  very  tense.  The 
pelvic  tumor  was  still  immovably  fixed.  I  now  decided 
upon  abdominal  section. 

An  incision  was  made  in  the  hypogastrium,  when  the 
upper  tumor  was  seen  to  be  the  pregnant  uterus ;  it  was  so 
black  from  venous  stasis  as  to  be  apparently  dead;  the 
broad  ligament  veins  were  especially  congested  and 
appeared  on  the  point  of  bursting;  below  was  the  pelvic 
tumor,  wedged  in  the  pelvis.  Further  examination  showed 
that  the  tumor  occupied  the  posterior  wall  of  the  uterus. 
Manipulative  effort  to  dislodge  the  growth  from  the  pelvic 
cavity  entirely  failed,  and  I  was  compelled  to  use  a  large 
volsella  forceps;  even  then  it  required  many  anxious 
minutes  of  traction  to  dislodge  it.  I  finally  succeeded  in 
doing  so,  when  the  whole  mass  was  delivered  through  the 
incision.  Supravaginal  hysterectomy  was  then  completed. 
Examination  of  the  remarkable  specimen,  as  shown  in 
the  photograph  before  you,  reveals  at  once  why  I  decided 
upon  hysterectomy  rather  than  enucleation  of  the  tumor, 
which  I  had  hoped  to  do,  and  thus  save  the  life  of  the 
child  by  preserving  the  uterus.  The  specimen  shows  that 
this  would  have  been  impossible  without  also  sacrificing 
the  life  of  the  mother.  At  one  place,  where  the  child's 
head  is  shovsm  emerging,  the  uterine  wall  is  on  the  point 
of  rupturing.     (Fig.  2.) 

Case  V.  Pregnancy  complicated  with  fibroid  and 
ovarian  tumor;  supravaginal  hysterectomy. — ^A.  J.,  aged 
thirty-three  years,  married,  two  children,  youngest  three 


Fig.  2. — Case  1\'.  .4,  head  of  fetus  emerging  at  point  in  anterior 
wall  where  rupture  was  imminent;  B,  left  ovary;  C,  right  ovarj-. 
Between  B  and  C,  in  the  line  of  division  of  the  tumor,  is  the  internal  os 
uteri.    Below  this  the  tumor  is  constricted  by  the  linea  ilio-pectinea. 
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years;  four  abortions  since;  consulted  me  in  September, 
1908,  for  metrorrhagia,  expulsive  pains,  and  pressure 
symptoms.  Bleeding  had  been  continuous  for  several 
weeks.  She  stated  that  she  had  missed  two  periods  and 
also  that  she  had  had  two  abdominal  sections,  one  six  years, 
the  other  six  months  ago.    Why,  I  did  not  learn. 

Examination  showed  the  pelvis  entirely  filled  with  a 
mass ;  it  seemed  to  be  made  up  of  the  enlarged  uterus,  with 
a  tumor  on  the  left  side  of  it.  The  os  uteri  was  patulous. 
Diagnosis :  fibroid  and  tubo-ovarian  tumor  with  inflamma- 
tory fixation,  complicating  pregnancy.  Miscarriage  was 
imminent. 

Operation,  September  15,  1908.  The  uterus  was 
found  to  be  larger  than  at  the  third  month  of  gestation, 
crowded  a  little  to  the  right;  the  left  ovary  contained  a 
tumor  as  large  as  the  fist,  all  forming  one  mass,  because  of 
inflammatory  exudate  and  adhesions.  After  the  tubo- 
ovarian  tumor  was  separated  and  removed,  the  uterus  was 
found  to  contain  a  fibroid  tumor.  Supravaginal  hyster- 
ectomy was  performed.    Recovery. 

Within  the  uterine  cavity  a  dead  product  of  two  months 
was  found;  a  submucous  fibroid  tumor,  larger  than  a 
duck's  eg^,  occupied  the  posterior  wall,  undergoing 
gangrenous  change. 

Case  VI.  Pregnancy  complicated  with  fibroid  tumor  in 
the  lower  zone  and  broad  ligament,  blocking  the  pelvis  and 
rendering  natural  labor  impossible;  abdominal  hyster- 
otomy and  hysterectomy  at  the  seventh  month. — Mrs.  L., 
aged  forty-one  years,  was  married  at  twenty-eight,  but 
had  not  been  previously  pregnant.  She  had  suffered  from 
dysmenorrhea  since  puberty.  After  her  marraige  she  had 
some  kind  of  local  treatment  for  its  relief,  but  with  little 
benefit.  Later  she  was  treated  for  retroflexion  of  the 
uterus,  and  she  was  "laid  up"  on  several  occasions  with 
what  was  probably  pelvic  peritonitis.     During  the  pre- 
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vious  year  she  had  had  metrorrhagia  at  the  menstrual 
periods.  She  then  received  some  additional  treatment, 
probably  intra-uterine.  After  that  she  seemed  better.  In 
December,  1908,  the  catamenia  was  absent  and  did  not 
reappear.  In  February,  1909,  she  was  so  ill  that  she  was 
sent  to  a  gynecologist  in  a  neighboring  city.  He  informed 
her  that  she  had  several  fibroid  tumors,  and  advised  their 
removal.  The  abdomen  rapidly  increased  in  size,  and  her 
sufferings  became  progressively  severe,  so  that  she  was 
almost  constantly  in  the  care  of  her  physician.  Toward 
the  end  of  May  she  was  conscious  of  such  commotion 
within  the  abdomen  that  she  informed  the  doctor  she  must 
be  pregnant.  He  very  naturally  thought  it  unlikely, 
because  of  the  long  sterility;  but  he  was  hurriedly  called 
one  night  to  find  the  patient  "on  the  point  of  dying"  from 
what  appeared  to  be  heart-failure.  He  then  made  a  physi- 
cal examination  and  found  a  moving  child  high  in  the 
epigastrium,  and  some  hard  masses  below.  He  now  became 
convinced  that  a  complicated  pregnancy  existed.  During 
the  next  two  or  three  weeks  there  were  several  similar 
attacks,  only  more  severe.  Dyspnea  also  became  so 
marked  that  the  patient  was  afraid  of  the  recumbent 
posture. 

I  first  saw  the  patient,  in  Philadelphia,  June  23.  I 
shall  not  soon  forget  the  picture  of  appeal  and  anxiety 
and  distress,  which  were  expressed  upon  the  countenance 
and  conveyed  by  the  general  attitude  of  this  patient,  when 
she  entered  my  oflSce  and  said,  "I  must  have  relief,  for 
my  heart  does  not  seem  to  have  room  enough  to  act." 

I  found  that  the  child  was  carried  almost  entirely  above 
the  umbilicus,  feet  upward,  and  I  concluded  that  the 
syncope,  the  dyspnea,  the  nervousness,  and  the  general 
distress  were  probably  due  to  the  hammering  of  the  child's 
feet  upon  the  solar  plexus  and  the  diaphragm.  The  hypo- 
gastrium  contained  numerous  hard  tumors,  one  nearly  as 


A 
Fig.  3. — Case  VI.     Anterior  view.     A,   pelvic  portion  of  tumor, 
which  was  fixed  by  strong  old  inflammatory  adhesions;  B,  broad  liga- 
ment tumor;  C,  body  of  uterus  with  many  small  tumors.     Above  ,4 
umbilical  cord  is  seen  issuing  from  the  internal  os  uteri. 


Fig.  4. — Case  VI.     Posterior  view. 
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large  as  a  child's  head,  low  in  the  right  ilium,  and  dipping 
into  the  pelvic  brim.  Per  vaginam,  another  hard  tumor, 
larger  in  size,  was  blocking  the  pelvis,  but  more  to  the 
left.  It  appeared  to  be  fixed,  as  if  from  old  inflammatory 
adhesions.  The  cervix  uteri  could  only  be  located  by 
drawing  a  little  on  the  imagination.  It  seemed  to  be 
between  the  two  larger  tumors,  but  out  of  reach.  The 
gestation  was  estimated  at  about  seven  months.  The 
patient  was  admitted  to  a  private  room  in  the  Polyclinic 
Hospital. 

I  hoped  to  find  that  the  symptoms  had  been  exaggerated 
by  the  patient,  and  that  by  rest  and  remedies  the  gestation 
might  be  carried  along  toward  term ;  but  in  this  I  was  dis- 
appointed. After  three  days  of  observation,  I  was  per- 
suaded that  in  the  interest  of  both  mother  and  child  opera- 
tion was  necessary.  This  was  done  June  27.  I  was  ably 
assisted  by  Drs.  W.  K.  Eoberts  and  E.  L.  Mitchell. 

After  the  abdominal  incision,  the  fundus  of  the  uterus 
only  was  with  difficulty  made  to  emerge,  because  of  fixa- 
tion below.  Without  wasting  time  hysterotomy  was  at 
once  done,  the  knife  passing  around  and  through  a  number 
of  small  tumors.  A  feeble,  half-cyanosed  child  was  deliv- 
ered and  handed  to  an  assistant  for  resuscitation.  There 
was  very  little  hemorrhage,  as  Dr.  Roberts  was  constrict- 
ing the  vessels  with  his  left  hand.  I  did  not  detach  the 
placenta,  for  it  occurred  to  me  that  it  was  unnecessary  and 
would  only  lead  to  a  loss  of  time ;  and  that  the  squalor  and 
hemorrhage  attending  its  separation  would  be  a  disad- 
vantage. This  is  a  point  in  the  technic  which  I  found  of 
value,  and  it  should  be  remembered.  The  next  step 
brought  my  attention  to  the  pelvic  tumors,  and  showed  me 
that  one  was  situated  low,  within  the  broad  ligament,  with 
attachment  to  the  side  of  the  uterus,  near  the  cervix; 
another  was  fixed  by  old  inflammatory  adhesions,  deep 
within  the  pelvic  cavity.     This  confirmed  the  view,  pre- 


156     FIBROID  TUMOR  COMPLICATING  PREGNANCY 

viously  formed,  that  natural  labor  was  impossible.  Hys- 
terectomy was  now  completed  and  the  incision  closed. 

The  patient  stood  the  operation  well  and  awoke  from 
the  anesthesia,  happy  in  the  relief  obtained,  as  expressed 
by  both  voice  and  countenance.  She  made  a  smooth 
recovery.  The  child  was  feeble  at  delivery,  but  seemed  to 
thrive  for  a  few  days,  then  gradually  declined,  and  died 
at  the  end  of  two  weeks. 

The  specimen  shown  in  the  photograph  is  a  remarkable 
one,  in  that  all  of  the  larger  tumors  are  in  the  lower  zone, 
and  one  of  them  within  the  folds  of  the  broad  ligament. 
The  upper  zone  also  contained  many  tumors,  but  they 
were  smaller.     (Figs.  3  and  4.) 

Finally,  if  the  patient  is  pregnant  when  first  seen,  we 
must,  of  course,  decide  from  the  conditions  what  should 
be  done  to  save  the  child,  just  as  in  any  other  serious 
disease  of  the  pregnant  woman;  but  the  obstetric  rule 
established  long  ago,  that  the  mother  must  be  given  the 
preference  when  both  are  in  jeopardy,  remains. 

If  the  tumors  occupy  the  upper  zone,  or  if  they  are 
small  and  subperitoneal,  the  prospect  of  saving  the  child 
will  be  greatly  improved;  and  it  must  be  given  every 
chance.  At  the  same  time,  I  believe  that  impregnation  in 
the  fibroid  uterus  is  a  misfortune  and  should  not  be  en- 
couraged. 


DISCUSSION. 

Dr.  W.  Gill  Wylie. — Dr.  Baer  said  he  subjected  one 
of  his  patients  to  operation  for  the  removal  of  the  fibroids 
during  pregnancy.  I  do  not  think  he  would  be  guided  in 
his  future  operations  by  this  one  special  case,  but  if  he  will 
consider  the  size  and  the  location  of  these  tumors,  I  do  not 
think  there  will  be  much  difference  in  our  views.  If  a 
fibroid  is  so  large  that  great  difficulty  is  expected  in  the 
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deliveiy  of  the  child,  then  it  ought  to  be  removed.  But  in 
this  special  case  the  history  was  clear  that  nothing  had  dis- 
turbed the  woman's  health  so  far  as  these  fibroids  were 
concerned  in  the  way  of  hemorrhages,  and  the  tumors  were 
all  above  the  os  internum.  Unless  these  fibroids  are  all 
very  large,  usually  these  women  can  be  delivered  of  healthy 
children.  I  understand  that  this  woman  upon  whom  he 
operated  has  borne  children  since.  I  think  nearly  all  of  us 
are  ready  to  operate  in  some  of  these  cases  and  to  take  away 
things  that  might  be  useful  afterwards.  My  experience 
with  sterility  comes  from  the  fact  that  the  women  whom  I 
have  treated  for  that  condition  have  had  fibroids.  I  have 
found  it  perfectly  feasible,  where  the  fibroids  were  small  and 
caused  a  certain  amount  of  hemorrhage,  to  curette  these 
patients  and  put  them  in  a  condition  to  have  children.  I 
have  done  this  in  many  instances  and  have  had  such  success 
that  I  still  recommend  that  treatment  for  sterihty,  and  it 
can  be  done  successfully  where  the  fibroids  are  not  too  large. 
This  method  of  practice  is  based  on  quite  an  extensive  ex- 
perience, dating  back  over  a  period  of  twenty-five  years,  and 
I  can  recall  a  number  of  women  who  have  borne  children 
after  this  method  of  treatment. 

Dr.  Hiram  N.  Vineberg. — At  the  meeting  of  the  Inter- 
national Medical  Congress,  held  at  Buda-Pest  last  year,  the 
subject  of  pregnancy  complicated  by  fibroid  tumors  was  up 
for  discussion,  and  I  was  astonished  to  find  that  Schauta 
had  met  with  so  few  cases  of  fibroids  in  his  extensive  ex- 
perience complicating  pregnancy.  In  something  like  over 
100,000  cases  of  pregnancy  the  number  of  fibroids  was  7  to 
every  10,000  cases.  In  111,112  cases  of  pregnancy  in  only  86 
were  fibroid  growths  present,  and  in  36  of  these  the  growth 
was  not  larger  than  a  nut  (walnut).  The  trend  of  the  dis- 
cussion on  that  occasion  was  to  treat  these  cases  conser- 
vatively, that  is,  it  is  only  rarely  that  interference  is  called 
for;  that  the  most  promising  cases  were  those  in  which  the 
tumors  were  so  situated  that  they  would  rise  out  of  the 
pelvis  and  pregnancy  go  on  and  the  woman  be  delivered 
without  any  great  difficulty.  There  were  a  number  of  cases 
reported,  and,  as  I  have  said  before,  it  was  a  great  surprise 
to  me  that  Schauta  with  his  enormous  experience  had  met 
with  so  few  cases  of  fibroid  tumors  complicating  pregnancy. 
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In  my  own  experience  I  have  seen,  I  am  sure,  at  least  nine 
or  ten  cases  in  which  pregnancy  was  comphcated  by  a 
fibroid  or  fibroids.  I  think  it  is  rather  rare  that  one  is 
called  upon  to  operate  on  these  cases,  and  beUeve  that  the 
majority  of  these  women  vnU  deliver  themselves  normally. 

Dr.  Malcolm  McLean. — I  would  add  one  suggestion 
in  regard  to  these  fibroid  tumors  which  does  not  seem  to 
have  been  alluded  to,  and  that  is,  they  not  infrequently 
take  on  a  retrograde  movement  as  the  result  of  pregnancy. 
I  have  seen  at  least  two  cases  in  which  large  tumors  took  on 
retrograde  development  and  almost  entirely  disappeared 
after  deUvery. 

Dr.  Seth  C.  Gordon. — The  statement  made  by  Dr. 
Vineberg,  in  regard  to  the  experience  of  Schauta,  shows  how 
very  sterile  women  with  fibroids  are,  in  that  out  of  100,000 
cases  Schauta  found,  at  most,  10  pregnancies  that  were  com- 
phcated with  fibroids. 

I  still  hold  to  my  behef  in  regard  to  fibroids,  that  where 
a  woman  has  a  fibroid  that  is  troubling  her  she  had  better 
have  hysterectomy  done,  and  I  shall  stand  by  that  state- 
ment as  long  as  I  live.  Degeneration  of  these  fibroids  occurs, 
complications  occur,  sterility  occurs,  and,  I  beheve,  unless 
there  are  very  strong  indications  and  circumstances  that 
these  women  are  specially  desirous  of  having  children,  I 
think  with  the  comphcations  of  these  fibroids,  to  any  extent, 
these  women  are  better  off  with  their  uteri  out,  everybody 
is  happier,  and  posterity  is  not  injured  much  by  hysterec- 
tomy. 

Dr.  Reuben  Peterson. — I  have  not  seen  the  report 
Dr.  Vineberg  has  quoted  from,  but  Schauta's  statement 
is  certainly  astonishing,  and  is  far  from  corresponding  with 
the  experience  of  the  members  of  this  society.  I  presume 
in  the  year  just  past  the  majority  of  us  have  seen  one  or 
more  cases  of  fibroid  tumors  compUcating  pregnancy.  I 
have  seen  within  a  year  at  least  three  such  cases,  and  the 
same  may  be  said  of  the  past  ten  years.  Hence  the  statistics 
quoted  have  very  Uttle  value  from  a  practical  standpoint. 

One  should  always  be  conservative  in  the  treatment  of 
fibroid  tumors  complicating  pregnancy.  As  a  rule,  unless 
they  produce  absortion  or  are  so  situated  as  to  interfere  with 
the  passage  of  the  child  through  the  birth  canal,  they  need 
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not  be  removed  during  gestation.  Moreover,  we  should 
always  bear  in  mind  that  the  interests  of  the  fetus  are  to 
be  considered  and  if  possible  even  in  complicated  cases  the 
pregnancy  should  not  be  interrupted  until  the  child  be 
viable. 

Still  we  must  not  forget  that  there  is  another  side  to  the 
question  and  that  there  is  some  risk  in  allowing  pregnancy 
to  continue.  For  the  presence  of  a  fibroid  increases  the 
chances  of  abortion  and  the  latter  may  result  in  a  sepsis 
which  is  not  easily  handled. 

The  patient  has  certain  rights  in  the  premises  and  with 
justice  can  demand  that  the  radical  operation  be  proceeded 
with  regardless  of  the  pregnancy,  if  the  latter  be  diagnos- 
ticated early  and  the  chances  of  the  continuance  of  the 
gestation  be  slight.  In  one  of  my  cases  operated  upon  within 
a  year  it  was  explained  to  the  patient  that  with  her  multiple 
fibroid  it  was  improbable  that  she  would  go  to  term  and  that 
the  three  months'  pregnancy  would  not  probably  add  to  the 
dangers  of  the  hysterectomy.  She  chose  immediate  oper- 
ation and  to  my  mind  had  a  perfect  right  to  do  so.  In  an- 
other case  where  a  three  months'  pregnancy  complicated 
a  multiple  fibroid,  the  hysterectomy  and  microscopical 
examination  showed  that  abortion  was  already  imminent 
although  clinically  there  were  no  signs  of  it. 

Besides  abortion  and  resulting  sepsis,  it  is  well  known 
that  serious  hemorrhage  may  follow  delivery  at  term  in  the 
presence  of  a  uterine  fibroid.  Not  long  ago  I  was  informed 
of  such  a  mishap.  A  patient  with  a  large  interstitial  fibroid 
was  examined  at  the  hospital  and  immediate  operation 
advised.  She  returned  home  without  treatment,  became 
pregnant,  gave  birth  to  a  full  term  child  and  died  from 
hemorrhage  before  the  attending  physician  could  be  sum- 
moned. In  the  presence  of  a  uterine  fibroid  complicating 
pregnancy,  the  size  and  position  of  the  tumor  or  tumors 
must  be  taken  into  consideration,  and  while  the  surgeon 
should  be  conservative,  if  he  thinks  an  operation  is  indicated, 
he  is  perfectly  justified  in  doing  it. 

Dr.  Edw^n  B.  Cragin. — Complications  will  occasionally 
occur  from  fibroids  in  labor  and  the  puerperium,  and  yet 
I  am  sure  every  one,  who  has  had  experience  in  a  large 
maternity  service,  has  been  impressed  with  the  fact  of  the 
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frequency  of  fibroids  and  pregnancy,  and  the  frequency 
with  which  nurses  will  make  a  diagnosis  of  fibroid  as  they 
are  holding  the  fundus  after  the  expression  of  the  placenta. 
In  our  large  maternity  service  we  are  impressed  with  the 
infrequency  of  complications  in  these  cases.  I  will  admit 
that  within  the  last  three  months  I  was  obliged  to  perform 
a  Cesarean  section  for  a  fibroid  tumor  which  was  obstructing 
the  parturient  canal,  and  I  have  now  on  hand  a  case  in 
which  I  did  a  myomectomy,  following  a  delivery  which 
required  a  Cesarean  section,  yet  I  am  sure  we  have  had  during 
the  last  year  a  very  large  number  of  cases  at  the  Sloane 
Maternity  with  tumors  which  have  given  no  trouble  whatever. 

I  want  to  lay  a  little  stress  on  what  Dr.  McLean  has  said 
with  reference  to  the  occasional  subsidence  of  fibroids  during 
the  involution  of  the  uterus,  the  involution  taking  place 
in  the  fibroids  at  the  same  time  it  does  in  the  uterus,  and 
the  myoma  ceasing  to  give  trouble  afterward.  Admitting 
the  conclusions  that  these  tumors  will  occasionally  seemingly 
disappear  or  cease  to  give  trouble,  it  does  not  seem  fair  to 
say  that  a  woman  who  has  a  fibroid  should  not  marry  and 
become  a  mother.  A  large  number  of  them  do.  They  are 
perfectly  happy  with  their  family,  and  would  have  been 
unhappy   without   their   family. 

Dr.  I.  S.  Stone. — There  ought  to  be  a  distinction  made 
between  the  disappearance  and  the  reduction  in  size  of  fibroid 
tumors.  I  think  Dr.  Cragin  might  answer  that  question. 
There  are  many  of  us  who  do  not  believe  that  a  fibroid, 
having  been  found  during  pregnancy,  afterward  becomes 
very  much  reduced  in  size.  This  does  not  necessarily  mean 
that  it  may  not  have  enlarged  after  pregnancy  has  taken 
place.  In  the  majority  of  cases  a  diagnosis  is  made  of  a 
large  fibroid  during  pregnancy,  and  because  that  fibroid  is 
reduced  in  size  somewhat  after  pregnancy,  many  think  that 
it  is  going  to  disappear.  Personally,  I  take  no  stock  in  the 
disappearance  of  fibroid  tumors  unless  axial  rotation  occurs 
or  degeneration  sets  in,  or  necrosis  takes  place,  or  perhaps 
a  submucous  fibroid  becomes  infected  and  abscess  forms  and 
discharges. 

Dr.  Charles  M.  Green.  —  I  would  like  to  report 
briefly  one  case  exemphfying  the  occasional  behavior  of 
fibroids  in  pregnancy  and  labor.     Dr.  Reynolds  may  recall 
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that  he  saw  the  case  in  a  Boston  suburb,  finding  a  woman 
in  full  term  labor,  with  a  fibromyoma  filling  the  pelvis  to 
such  an  extent  that  the  uterine  os  could  not  be  felt.  By  Dr. 
Reynolds's  advice  the  patient  was  sent  to  the  Boston  Lying- 
in  Hospital,  where  I  saw  her.  I  found  that  during  transit 
to  hospital  the  tumor  had  been  partly  drawn  upward,  and 
a  breech  presentation  could  be  palpated.  With  time  and 
good  pains  the  tumor  entirely  receded,  and  a  living  child 
was  delivered  by  breech  extraction.  During  the  puerperium 
the  myoma  involuted  with  the  uterus,  and  on  discharge 
from  hospital  only  a  small  mass  could  be  felt  on  the  posterior 
uterine  wall. 

When  the  woman  again  became  pregnant  I  was  asked  to 
take  her  under  observation.  At  no  time  could  I  discover 
any  enlargement  of  the  small  fibroid,  and  the  woman  deliv- 
ered herself  at  term  without  incident. 

Dr.  Edward  Reynolds. — In  answer  to  what  Dr.  Stone 
has  said,  two  or  three  years  ago  I  saw  a  young  woman  preg- 
nant with  a  fibroid  which  so  interfered  with  the  uterus  that 
she  miscarried.  I  determined  the  position  of  the  fibroid 
with  fingers  inside  the  uterus  and  the  other  hand  on  the 
outside.  I  operated  on  her  for  other  causes  about  a  year 
ago  and  found  at  the  site  of  the  fibroid  no  tumor  whatsoever, 
but  simply  a  white,  comparatively  bloodless  area  in  the 
uterine  wall  which  evidently  represented  the  complete  dis- 
appearance of  the  fibroid.  I  do  not  believe  such  eases  are 
exceptionally  rare. 

In  the  general  question  of  the  treatment  of  fibroids  during 
pregnancy  I  think  we  are  bound  to  discriminate  carefully 
between  fibroids  of  the  fundus  and  fibroids  in  the  lower 
uterine  segment.  I  believe  that  fibroids  of  the  fundus, 
especially  if  pedunculated,  can  often  be  removed  safely 
during  pregnancy;  they,  however,  complicate  labor  com- 
paratively little.  It  is  not  many  years  ago  since  we  heard 
it  said  here  and  elsewhere  that  fibroids  in  the  lower  uterine 
segment  of  small  size  commonly  retracted  and  made  very 
little  trouble  in  labor.  That  is  as  true  today  as  it  was  ten 
years  ago,  yet  with  our  advancing  experience  and  knowledge 
of  surgery,  I  think  we  have  seen  cases  which  have  resulted  so 
disastrously  that  we  should  think  twice  before  putting  a 
woman  through  that  danger  in  cases  of  fibroids  obstructing 
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labor.  I  do  not  believe  they  must  all  be  removed,  but  I 
think  we  take  great  responsibility  when  we  allow  them  to 
proceed  without  hysterectomy. 

I  want  to  speak  briefly  of  one  case  I  saw^  some  years  ago 
in  which  a  woman  was  easily  delivered  after  a  fibroid  ob- 
structing labor,  and  I  saw  her  ten  days  later  in  extreme  pain 
of  some  days'  duration,  high  temperature,  in  a  wretched 
condition,  wuth  a  mass  extending  above  the  umbilicus,  the 
fibroid  having  been  comparatively  small  during  labor.  She 
was  plainly  on  the  road  to  death.  She  was  plainly  too  sick 
for  such  an  operation  as  the  extirpation  of  that  fibroid,  and 
after  a  good  deal  of  thought,  believing  the  fibroid  was  necro- 
tic, I  made  a  vaginal  incision  onto  the  surface  of  the  fibroid, 
plunged  a  large  pair  of  scissors  into  its  centre,  opened  the 
blades  and  \\dthdrew  the  scissors,  making  a  large  rent  in  the 
bottom  of  the  fibroid.  I  expected  necrotic  material,  but 
none  came.  The  woman  drained  great  quantities  of  serum 
and  the  pain  ceased,  and  when  I  saw  her  a  week  or  two 
afterward,  the  fibroid  had  reduced  itself  to  less  than  the 
size  of  a  fist,  and  went  on  and  became  much  smaller.  The 
w'oman  lived  for  a  good  many  years  in  excellent  health. 
She  was  about  forty  years  of  age.  She  had  no  more  preg- 
nancies, and  finally  died  of  some  other  intercurrent  affection. 

Dr.  Willis  E.  Ford. — With  respect  to  the  question  as 
to  whether  a  fibroid  disappears  or  not,  I  think  we  must  all 
admit  that  they  do  at  times  practically  disappear  entirely  or 
nearly  so. 

As  to  the  question  of  the  influence  of  pregnancy  upon  a 
fibroid  tumor,  I  have  had  one  very  remarkable  case.  I  saw 
the  girl  before  her  marirage,  when  she  had  an  intramural 
fibroid  which  extended  half  way  up  to  the  umbilicus.  I 
was  called  to  see  her  after  she  had  been  married  and  was 
pregnent  in  the  fifth  month.  I  got  ready  to  do  a  Porro 
operation.  This  was  fourteen  years  ago,  but  fortunately 
nothing  happened.  She  was  delivered  normally.  She  did 
not  bleed.  She  has  never  been  sick  since.  She  has  a  boy 
now  thirteen  years  of  age,  and  the  other  day  I  sent  for  her 
for  the  purpose  of  examining  her,  and  I  found  that  the 
fibroid  had  entirely  disappeared,  so  far  as  I  was  able  to  judge. 
Everything  is  perfectly  movable  in  the  pelvis.  Her  uterus 
is  very  small.    It  is  one  of  two  cases  I  know  of. 
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Dr.  Richard  C.  Norris. — Before  the  discussion  closes, 
I  should  like  to  take  issue  with  Dr.  Baer's  statement  com- 
paring fibroid  tumors  at  the  present  day  and  the  manner 
of  dealing  with  them,  with  those  seen  and  treated  twenty 
years  ago.  Since  that  time  we  have  made  a  great  advance 
in  surgery  and  our  ability  to  cope  with  these  tumors,  whether 
in  the  pregnant  or  nonpregnant  woman,  has  developed  very 
materially.  I  believe  it  would  be  a  fairer  statement  if  Dr. 
Vineberg  would  say  that  in  a  hundred  thousand  pregnancies 
there  might  be  complications  from  fibroid  tumors  that  would 
require  major  operations  at  term  or  during  labor  not  more  than 
ten  times.  In  other  words,  it  is  perfectly  true  that  fibroids 
compHcating  labor  at  term  will,  as  a  rule,  in  the  vast  major- 
ity of  cases  not  require  any  major  operation.  I  have  seen 
tumors  situated  in  the  lower  segment  of  the  uterus  retract 
themselves,  having  been  drawn  out  of  the  way  during  labor 
by  the  action  of  the  longitudinal  fibers  of  the  uterus,  and  the 
obstruction  disappear  when  I  was  ready  to  perform  Cesarean 
section,  but  with  justified  delay  the  cases  were  delivered  spon- 
taneously. The  question  of  fibroids  complicating  pregnancy 
should  be  approached  with  these  two  special  thoughts  in 
mind:  First,  that  during  pregnancy  a  fibroid  situated  in 
the  upper  segment  of  the  uterus  and  therefore  least  Hkely 
to  interfere  with  labor,  is  more  prone  to  undergo  degener- 
ative changes,  especially  edema  or  necrosis,  than  it  is  in  a 
woman  who  is  not  pregnant.  Therefore,  such  an  individual 
needs  more  careful  attention,  and  with  the  slightest  sign  of 
degenerative  or  necrotic  changes,  the  patient  should  be 
submitted  to  operation.  That  brings  up  the  question  of 
myomectomy  during  pregnancy,  and,  without  further  dis- 
cussion on  that  point,  it  is  my  conviction  that  myomectomy 
should  be  more  restricted  during  pregnancy  than  at  other 
times. 

The  next  important  practical  point  is  that  having  safely 
delivered  the  woman  of  a  baby,  she  should  be  more  carefully 
watched  during  the  lying-in  period.  I  have  several  speci- 
mens in  the  Preston  Retreat  of  cases  of  hysterectomy  for 
fibroids  done  during  the  puerperal  period.  I  have  no  speci- 
men in  that  institution  of  hysterectomy  done  during  labor. 
The  practical  points,  as  I  see  them,  are  the  observation  of 
the  patient  during  pregnancy  so  as  to  be  on  guard  for  changes 
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that  are  more  likely  to  occur  then  than  at  other  times,  care- 
fully watching  her  during  the  puerperium  for  the  slightest  rise 
of  temperature,  pain,  or  lochia  with  odor,  and  if  such  signs 
of  infection  or  degeneration  occur  the  patient  should  be  sub- 
mitted promptly  to  a  major  operation. 

Dr.  George  Tucker  Harrison. — If  the  distinguished 
professor  of  Vienna,  Schauta,  had  had  the  opportunity  to 
observe,  as  I  had  when  I  was  on  active  duty  at  the  New 
York  Infant  Asylum,  now  the  Nursery  and  Children's  Hos- 
pital, the  large  number  of  negresses  there,  he  would  have 
had  an  opportunity  to  see  myomata  complicating  pregnancy 
very  frequently.  As  is  well  known,  in  the  negro  race  myo- 
mata are  much  more  common  than  they  are  in  women  of 
the  white  race. 

In  regard  to  conception,  I  think  that  the  exhaustive 
paper  written  by  Hofmeier,  who,  at  our  last  meeting,  demon- 
strates very  conclusively  that  the  existence  of  a  myoma  is 
not  a  bar  to  conception,  and  the  proof  of  that  is  found  among 
the  negro  race.  Negro  women  have  these  myomata  tucked 
away  in  their  uteri  in  such  a  manner  that  they  do  not  inter- 
fere with  them  having  plenty  of  children.  So  my  observa- 
tion agrees  entirely  with  the  doctrine  preached  by  Hofmeier 
that  a  myoma  is  not  a  bar  to  conception. 

I  think  Dr.  Reynolds  called  attention  to  a  very  important 
fact,  that  we  cannot  speak  of  myoma  generally,  but  have 
regard  to  its  attachment.  Now,  these  cases  that  Dr.  Baer 
had  reference  to  were  those  in  which  the  tumors  were  at- 
tached to  the  cervix  or  were  low  down  in  the  uterus,  and  they 
are  the  ones  that  block,  and  in  these  cases  it  is  necessary  to 
perform  Cesarean  section  in  order  to  deliver  the  child. 

In  regard  to  myomectomy,  you  know  we  had  this  question 
discussed  when  the  Society  met  in  Philadelphia  a  number 
of  years  ago,  when  Dr.  Coe  read  a  paper.  I  reported  a  case 
at  that  meeting  which  was  interesting,  in  which  myomec- 
tomy was  performed  on  the  woman  when  she  was  seven 
months  pregnant,  and  after  its  removal  she  carried  her  baby 
to  full  term,  and  then  there  was  found  a  myoma  that  had 
grown  meanwhile  in  the  pehas  which  necessitated  Cesarean 
section,  followed  by  hysterectomy;  unfortunately,  the 
w^oman  had  sepis  and  died  from  it. 
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Dr.  Baer  (closing). — It  will  not  be  necessary  to  say  much 
in  closing,  for  I  think  there  is  a  general  acquiescence  in  the 
views  expressed  in  my  paper.  My  object  was  to  stimulate 
discussion  and  thought,  so  that  we  might  get  nearer  to  the 
truth. 

Dr.  Norris  misunderstood  my  statement  regarding  the 
improvement  we  have  made  in  the  surgical  treatment  of 
fibroid  tumors,  and  I  will  ask  him  to  kindly  read  my  seventh 
paragraph.  As  is  well  known,  I  am  quite  familiar  with  the 
advanced  methods  and  technic  which  were  established  nearly 
twenty  years  ago,  and  with  the  revolution  and  gain  which 
resulted. 

Dr.  Wylie,  I  am  glad  to  hear,  is  in  entire  accord  with  me 
in  the  management  of  the  cases  and  tumors  about  which 
I  wrote. 

Of  the  general  subject  of  pregnancy  and  fibroids  we  can 
and  will  have  a  candid  difference  of  opinion,  depending  upon 
our  individual  experience.  In  ^the  meantime,  we  will  be 
more  alert. 


THE  NEED  FOR  FURTHER  DE\T:L0PMENT  OF 

THE  SURGERY  OF  THE   UPPER   PELVIC 

FLOOR  BY  DIRECT  (SUPRAPUBIC) 

APPROACH. 

By  W.  M.  Polk,  M.  D., 

New  York. 


I  PROPOSE  to  illustrate  this  subject  by  reference  to  eleven 
cases  of  operation  between  January,  1909,  and  April  29, 
1910,  as  follows: 

From  Records  of  Bellevue  Hospital. 

Case  I. — L.  L.,  aged  thirty-five  years;  married;  admitted  November 
10,  1909;  operation,  November  15,  1909;  diagnosis,  prolapse  of  uterus; 
discharged,  January  13,  1910.  Result:  Examination  April  5,  uterus 
in  good  position;  complains  of  pains  in  region  of  broad  ligament; 
tenderness  insignificant. 

Case  II. — T.  K.,  aged  thirty-five  years;  married;  admitted  January 
12,  1910;  operation,  January  14,  1910;  diagnosis,  retroversion  of 
uterus  with  adhesions;  discharged,  February  5,  1910.  Result:  Exami- 
nation April  5;  uterus  in  good  position;  no  indurations  around 
organs. 

Case  III. — M.  B.,  aged  forty  years;  married;  admitted  January  25, 
1909;  operation,  January  31,  1909;  diagnosis,  retroversion  of  uterus; 
discharged,  February  23,  1910.  Result:  Examination  April  5;  uterus 
normal  in  size;  slightly  antiflexed;  induration  around  organs  dis- 
appeared ;  position  ideal. 

Case  PV. — E.  C,  aged  twenty-five  j-ears;  married;  admitted  Janu- 
ary 29,  1910;  operation,  January  31,  1910;  diagnosis,  retroversion  of 
uterus;  discharged,  February  23,  1910.  Result:  Examination 
April  5,  1910;  uterus  in  good  position  standing;  drops  to  first  posi- 
tion lying  down. 

Case  V. — M.  McI.,  aged  twenty-six  years;  married;  admitted  Febru- 
ary 17,  1910;  operation,  February  18,  1910;  diagnosis,   retroversion 
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uteri  with  adhesions;  discharged,  March  10,  1910.  Result:  Uterus  in 
good  position ;  no  tenderness ;  slight  thickening  about  region  of  broad 
ligament. 

Case  VI. — A.  C,  aged  twenty-eight  years:  married;  admitted 
February  16,  1910;  operation,  March  4,  1910;  diagnosis,  retroversion 
uteri;  discharged,  March  23,  1910.  Result:  Uterus  in  normal  position; 
to  return  for  observation. 

Case  VII. — M.  D.,  aged  twenty-four  years;  married;  admitted 
March  18,  1910;  operation,  April  1,  1910;  diagnosis,  retroversion 
uteri  with  adhesions;  discharged,  April  22,  1910.  Result:  Three 
weeks  since  operation;  uterus  in  good  position;  some  exudate  and 
tenderness  behind. 

Case  VIII. — B.  F.,  aged  twenty -five  years;  single;  admitted  April 
4,  1910;  operation,  April  11,  1910;  diagnosis,  retroversion  uteri  with 
adhesions.     Result*  Case  in  ward  now;  too  early  for  report. 

Case  IX.— M.D.,  aged  thirty-eight  years ;  married ;  admitted  April  25, 
1910;  operation,  April  29,  1910;  diagnosis,  prolapse  uteri  with 
adhesions  and  chronic  salpingitis.  Result:  Case  in  ward  now;  too 
early  for  report. 

Case  X. — M.  M.,  aged  fifty  years;  widow;  admitted  November  18, 
1909;  operation,  November  22,  1910;  diagnosis,  prolapse  of  vagina 
and  stump  of  cervix;  cystocele  and  rectocele;  discharged,  February 
10,  1910.  Result:  Patient  had  a  panhysterectomy  in  1893;  tissues  in 
pelvis  indurated  and  adherent;  discharged  improved. 

Case  XI. — Case  of  complete  prolapse  already  reported.  Now  at  end 
of  a  year  the  result  is  excellent.     Transactions  1909,  p.  144. 

One  was  a  case  of  complete  prolapse  or  procidentia. 
Two  were  cases  of  j)artial  prolapse,  the  cervix  resting  at 
the  ostium  vagina.  Five  were  cases  of  retroversion  with 
adhesions,  etc.  Three  cases  of  retroversion  without  adhe- 
sions, and  one  a  case  of  prolapse  of  the  pelvic  floor  subse- 
quent to  a  hysterectomy  some  years  prior.  None  of  the 
cases  being  little  more  than  a  year's  duration  (since  opera- 
tion) and  some  a  few  months  at  best,  we  must  withhold 
conclusions  as  to  ultimate  results  for  some  time  yet.  Mean- 
while we  can  consider  the  operation,  jirst  as  to  its  necessity, 
and  second  as  to  the  manner  of  it5  performance. 

The  necessity  for  some  such  operation  I  believe  to  be 
conceded  by  a  large  majority  of  workers  in  gynecological 
surgery.     The  operation  is  based  on  the  conception  of  the 
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pelvic  floor  as  a  structure  of  double  formation,  with  an 
outer  or  lower  floor,  made  up  of  muscle  and  its  encasing 
fascial  coats,  and  an  upper  or  peritoneofascial  structure. 
The  accessibility  of  the  lower  floor  has  enabled  us  to 
restore  it — the  inaccessibility  of  the  upper  has  led  us  to 
indirect  lines  of  approach,  and  to  more  or  less  incomplete 
or  inadequate  measures  for  its  restoration,  or  to  measures 
which  lend  to  organs,  needing  support,  the  aid  of  suspen- 
sion. 

The  men  who  forty  years  ago  gave  so  much  time  to  the 
pessary  were  fully  alive  to  the  needs  of  the  situation ;  they 
had  already  largely  solved  the  role  of  the  pelvic  floor,  for 
on  finding  that  repair  of  all  parts  then  within  reach  gave 
incomplete  results,  they  worked  out  the  pessary  and  its 
mechanism.  They  called  in  additional  uterine  support. 
In  reality  a  support  to  the  upper  pelvic  floor,  a  further 
necessity  in  ptosis  of  the  uterus. 

Let  any  one  on  opening  the  lower  abdomen  of  a  normal 
nullipara  pass  the  right  hand  to  the  bottom  of  the  pelvis, 
place  the  index  and  middle  finger  astride  the  broad  liga- 
ment close  to  uterus,  press  them  down  until  they  rest  upon 
the  peritoneal  reflections  passing  forward  to  the  bladder 
and  backward  toward  the  sacrum.  With  the  fingers  of  the 
left  hand  in  the  vagina  outline  the  levator  ani  muscle, 
especially  as  it  passes  to  right  and  left  of  this  canal,  then 
press  upward  to  contact  with  fingers  of  other  hand.  There 
is  an  intervening  loose  space  and  an  upper  plane  of  resist- 
ance. This  is  the  upper  floor  and  its  main  structure  is 
the  peritoneum.  Between  the  muscle  below  and  the  peri- 
toneum above  is  that  area  of  cellular  tissue  you  so  well 
know.  Whence  its  embryonic  origin  we  know  not,  its 
actual  function  is  evident  on  any  dissection.  The  conden- 
sations of  this  tissue  along  blood  and  lymph  vessels  and 
nerves,  and  along  the  ureter,  its  concentration  about  and 
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attachment  to  the  viscera  it  encompasses  give  it  the  same 
relative  strength  and  importance  that  belongs  to  the  mes- 
entery, and  what  it  undertakes  to  do  for  pelvic  organs  it 
adequately  performs  so  long  as  it  is  in  normal  condition 
and  position. 

The  accidents  of  parturition  and  of  genital  infection 
all  too  often  prevent  this — so  that  in  various  ways  it 
departs  from  its  normal  condition  and  position. 

Suppose  an  antecedent  relaxation  of  the  pelvic  tissues 
from  inflammation  or  subinvolution;  and  I  refer  not 
merely  to  the  subinvolution  of  pregnancy,  but  to  that  of 
menstruation  as  well.  The  woman  stands,  works,  strains. 
Bear  in  mind  that  the  attachment  of  the  principal  lines  of 
condensed  tissue,  perivascular  and  ureteral  referred  to 
above,  is  from  above  downward,  and  from  behind  forward, 
following  the  outward  or  peripheral  trend  of  the  structures 
they  envelop,  the  line  of  yielding  of  the  floor  is  forward 
and  downward,  the  lower  segment  of  the  uterus  is  swung 
forward  and  downward,  the  broad  ligament  holds  the 
upper  part  backward,  gradually  the  anterior  face  is 
turned  upward,  the  intra-abdominal  pressure  plays  unin- 
terruptedly upon  it  and  retroversion  is  complete. 

Such  being  the  mechanism  an  operation  must  be  devised 
to  meet  it. 

We  must  work  at  the  upper  layer  just  as  our  predecessors 
did  upon  the  lower.  Knowing  the  shortcomings  of  the 
various  plans  of  suspension  we  must  abandon  them  and 
concentrate  our  minds  on  the  fundamental  aspect  at  the 
upper  floor.  We  must  not  be  deterred  from  the  direct 
approach.  We  must  realize  how  little  shock  is  involved  in 
work  between  bladder  and  uterus  in  contradistinction  to 
that  involved  in  work  behind  the  uterus.  We  must  work 
out  the  relative  value  of  the  supports  through  vessels  and 
that  from  the  peritoneum.      (This  latter  not  so  much  a 
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support  as  au  opponent  of  intra-abdominal  pressure).  So 
that  we  meet  gravity  by  restoring  the  true  supports,  and 
intra-abdominal  pressure  by  taking  up  the  slack  in  the 
peritoneal  expansion  upon  pelvic  floor. 

As  to  the  manner  of  performing  the  operation  on  upper 
pelvic  floor  from  above  in  cases  of  retroversion,  it  is  merely 
a  part  of  that  already  placed  before  you  a  year  ago.  The 
need  for  preliminary  treatment  in  all  cases  is  imperative. 

On  page  144,  Transactions  of  American  Gyneco- 
logical Society,  1909,  is  an  illustrated  article  on  the 
operative  treatment  of  prolapse  of  the  uterus.  The  degree 
of  prolapse  represented  in  retroversion  is  of  course  far 
short  of  that  represented  in  procidentia,  but  the  operation 
for  the  one  passes  into  that  for  the  other,  the  two  being  but 
different  phases  of  one  condition. 

The  essential  thing  in  both  operations  is  exposure  of 
the  uterovesical  region.  Where  the  operation  is  to  be  as 
extended  as  a  procidentia  would  call  for,  the  coils  of  small 
intestine  should  be  lifted  from  the  pelvis  and  held  back  by 
means  of  gauze  pads.  The  patient  must  be  in  the  Tren- 
delenburg posture.  In  procidentia  more  or  less  separation 
of  the  bladder  from  the  vagina  is  necessary.  In  retro- 
version this  is  not  the  case.  In  retroversions  the  small 
intestines  may  or  may  not  be  removed  from  the  pelvis,  as 
the  operator  may  determine;  it  being  unnecessary  if  the 
space  between  the  uterus  and  bladder  can  be  kept  cleared 
without  it.  The  Trendelenburg  posture  may  or  may  not 
be  necessary,  depending  upon  the  case.  As  a  rule,  a 
shallow  pelvis  permits  an  operation  more  readily  than  a 
narrow  and  deep  one.  A  moderate  Trendelenburg  posture 
is  recommended.  The  intestines  must  be  removed  from  the 
anterior  pelvic  cul-de-sac,  and  held  back  by  gauze  pads. 
The  peritoneum  is  slit  longitudinally  from  the  beginnings 
of  its  loose  attachment  on  the  anterior  face  of  the  uterus 
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to  its  reflection  upon  the  bladder.  This  peritoneum,  with 
the  immediate  subjacent  fascia,  is  then  gently  stripped 
back  as  far  as  the  space,  just  outside  the  vagina  right  and 
left.  The  uterus  can  now  be  caught  between  the  thumb 
and  two  fingers  (the  thumb  in  front  and  the  fingers  thrust 
into  the  cul-de-sac  of  Douglas)  and  drawn  up  into  the 
opening.  If  the  uterus  cannot  be  seized  as  above  described 
it  is  caught  with  a  double  tenaculum  just  above  the  utero- 
vaginal junction  in  front  and  then  drawn  upward  and 
backward.  The  lateral  columns  of  the  vagina  are  now 
brought  together  along  the  median  line  by  three  or  four 
medium-sized  sutures  of  kangaroo  tendon.  The  first  suture 
is  placed  about  on  the  level  of  the  external  os  or  lowest 
point  of  the  cervix.  The  last  is  placed  just  above  the 
uterovaginal  junction.  They  enter  the  cellular  tissue  just 
at  the  lateral  vaginal  wall,  are  buried  in  the  outer  portion 
of  that  wall,  brought  out  about  one-quarter  of  an  inch 
from  the  point  of  entrance,  pass  off  to  the  opposite  side  of 
the  vagina,  and  are  there  entered  and  brought  out  into  a 
position  corresponding  to  the  point  of  entry.  The  veins 
of  course  will  be  involved,  but  as  the  venous  anastomosis 
is  very  extensive  in  this  region,  no  inconvenience  will 
follow.  The  uterine  artery  is  easily  averted  by  palpating 
it  between  the  thumb  and  forefinger  thrust  dovm  astride 
the  corresponding  broad  ligament.  The  ureter  is  too  far 
removed  from  the  region  involved  in  the  operation  to  cause 
embarrassment.  Blunt  dissection  will  quickly  reveal  the 
exact  nature  of  the  tissue  included  in  the  suturing.  The 
effect  of  these  three  or  four  interrupted  sutures  placed  as 
designated  will  be  to  take  up  the  slack  in  the  lateral  and 
posterior  supports  of  the  uterus  and  upper  vagina,  and 
in  so  doing  meet  the  essential  defect  in  cases  of  retro- 
version. 

The  next  step  is  to  take  up  the  slack  in  the  peritoneal 
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reflection  between  the  bladder  in  front  and  tbe  uterus  and 
broad  ligaments  behind.  This  is  done  with  chromicized 
catgut.  The  extent  to  which  the  peritoneum  is  drawn  in 
toward  the  central  line  is  governed  by  the  amount  of  in- 
ward traction  required  to  take  up  any  slack  which  may 
remain  after  the  subperitoneal  sutures  in  the  vagina  have 
been  tied.  This  inner  traction  of  the  peritoneum  tends 
to  draw  the  round  ligaments  and  inner  face  of  the  broad 
ligaments  inward.  The  question,  therefore,  has  presented 
itself  to  me  whether  the  slack  in  the  peritoneum  in  the 
uterovesical  fold  above  mentioned  might  not  be  better 
dealt  with  by  shortening  the  round  ligament.  Such  a  step 
will  take  up  a  good  part  of  the  slack,  and  perhaps  it  might 
be  found  a  good  way  to  deal  with  that  part  of  the  problem. 
It  has  the  advantage  also  of  tilting  forward  the  fundus 
where  the  uterine  body  is  very  soft,  especially  in  such  cases 
in  which,  owing  to  this  softening,  the  uterus  bends  easily 
and  falls  forward  or  backward  in  response  to  any  impetus 
it  may  receive. 


DISCUSSION. 


Dr.  Edward  Reynolds. — No  one  can  appreciate  more 
than  I  do  the  value  of  the  work  which  my  good  friend  Dr. 
Polk  has  done  in  the  last  few  years  along  this  line,  and  I  am, 
therefore,  more  ready  to  take  partial  issue  with  him  on  this 
point.  It  is  a  generally  admitted  biologic  law  that  through- 
out the  mammalia  the  sustenance  of  weight  is  performed  by 
muscular  structures,  and  never  by  unstriped  connective 
tissue,  and  none  of  our  individual  observations  can  be 
expected  to  stand  against  generally  admitted  biologic  laws. 
The  human  body  has  practically  none  of  this  yellow  con- 
nective tissue  which  is  weight-sustaining.  We  are  too  prone 
to  speak  of  the  uterine  hgaments  as  though  they  were  com- 
posed of  connective  tissue.  When,  following  up  that  general 
law  some  years  ago,  I  had  sections  made  through  the  broad 
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and  uterosacral  ligaments  in  search  of  muscular  tissue,  I 
thought  I  was  touching  new  ground.  We  found  it  was 
difficult  to  detect  the  unstriped  muscular  tissue  which 
runs  through  these  tissues,  but  that  it  was  there.  It  was 
mentioned  in  some  anatomies,  and  recently  in  looking  up 
anatomical  text-books  I  found  the  extent  and  situation  of 
that  muscular  tissue  described  in  some  detail  in  nine  out  of 
eleven  text-books.  Now,  I  fully  believe  that  we  are  only 
just  awakening  to  the  importance  of  what  Dr.  Polk  calls 
*'the  upper  pelvic  floor."  I  believe  he  is  on  the  right  track 
in  his  method  of  covering  the  lateral  supports  and  so  sewing 
the  upper  pelvic  floor  posteriorly.  I  believe  that  when 
localized  relaxation  of  muscular  tissues  occurs,  it  is  usually 
not  a  true  relaxation,  but  a  yielding  of  opposing  forces, 
and  I  believe  that  in  freeing  of  the  cervix  per  vaginum  from 
the  opposing  muscular  tissues  in  the  anterior  vaginal  wall, 
the  uterosacral  ligament,  so-called,  is  by  all  odds  the  most 
important  part  of  restoration.  I  have  for  some  years  been 
interested  in  clinical  observation  of  the  spasmodic  con- 
tractions of  the  uterus  and  the  broad  ligaments  and  utero- 
sacral ligaments.  I  have  collected  so  far  about  forty  cases. 
I  am  unwilling  to  make  a  report  until  I  have  a  larger  collec- 
tion. I  hope  in  a  year  or  two  to  write  on  that  subject,  and 
I  believe  I  shall  be  able  to  show  that  the  upper  pelvic  floor 
is  one  of  the  most  important  structures.  I  do  not  think  we 
have  yet  elaborated  satisfactory  operative  measures  for  the 
treatment  of  these  cases. 

Dr.  J.  Wesley  Bovee. — I,  for  one,  am  much  pleased  with 
this  paper  of  Dr.  Polk's,  because  it  is  in  accord  with  the 
deductions  I  have  made  from  my  studies  of  the  subject,  and 
it  has  seemed  to  me  that  the  profession  at  large  has  been 
slow  in  taking  up  the  subject  or  in  believing  in  that  theory  of 
the  proper  supports  of  the  uterus.  I  think  with  Dr.  Reynolds 
there  is  much  yet  to  be  learned  about  it,  but  I  believe  this 
study  is  in  the  right  direction,  and  I  am  glad  to  hear  Dr. 
Polk  say  that  the  methods  of  suspension  of  the  uterus  from 
above — ventrosuspension,  etc.,  are  illy-conceived,  and  I  am 
of  the  opinion  that  they  are  being  rapidly  discarded. 

Dr.  W.  Gill  Wylie. — I  am  very  glad  to  have  heard  Dr. 
Polk's  remark,  but  I  was  especially  interested  in  hearing 
him  say  that  we  have  done  away  with  the  idea  of  fixing  or 
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suspending  the  uterus  to  the  anterior  wall.  I  am  very  glad 
to  say,  excepting  in  one  old  woman,  I  have  never  tried  it, 
and  I  have  protested  against  it.  I  still  believe,  as  Dr. 
Reynolds  has  pointed  out,  that  we  are  not  in  a  position  to 
fix  upon  a  definite  operation,  and  that  our  results  up  to  this 
time  from  proper  operations  done  on  the  lower  region  have 
been  the  only  ones  that  have  been  especially  of  great  benefit. 
I  took  up  this  subject  when  I  was  quite  a  young  man,  that  is, 
the  dynamics  of  the  abdominal  and  pelvic  cavities  in  con- 
nection with  displacements,  in  my  second  paper  I  presented 
to  the  profession.  I  saw  then  that  I  needed  much  more 
experience  not  only  in  dealing  with  these  cases,  but  I  should 
have  been  a  better  educated  man  in  physics,  particularly  in 
the  laws  of  physics  and  their  application  to  the  human 
machine.  That  paper,  I  think,  will  explain  why  I  objected 
to  what  I  considered  an  abnormal  procedure,  the  fixation  of 
a  movable  organ,  to  which  I  still  hold.  But  in  doing  the 
lower  operation  we  can  get  the  uterus  practically  in  a  normal 
condition  as  well  as  the  tissues  there,  and  we  can  do  this  in 
recent  cases.  But  we  cannot  do  it  in  old  people,  and  there  are 
many  cases  in  which  we  can  only  get  partial  results  from 
operative  procedure.  AVhen  we  know  the  mechanics  of  the 
human  machine  better  and  are  more  skilful  operators,  then 
operations  below  can  be  done  with  complete  success  in  the 
great  majority  of  cases,  but  they  cannot  be  done  unless  men 
have  the  mechanical  and  scientific  knowledge  to  back  up 
their  manual  dexterity,  which  can  only  be  gained  by  a  long 
process  of  developing  artistic  power  and  of  doing  this  kind 
of  work  right. 

Dr.  Polk  (closing). — I  simply  wish  to  say  that  if  I  can  get 
the  attention  of  the  members  of  this  society  to  this  operation 
sufficiently  to  try  it,  my  purpose  will  have  been  fulfilled. 
Furthermore,  if  I  can  get  you  to  realize  that  no  operation 
upon  the  tissues  in  this  region  should  be  undertaken,  whether 
it  be  by  this  or  any  other  method,  until  the  tissues  have  been 
brought  to  as  nearly  a  normal  condition  as  possible,  I  shall 
feel  that  another  object  has  been  accomplished. 

So  far  as  the  embryological  questions  raised  by  Dr. 
Reynolds  are  concerned,  I  am  free  to  say  that  the  origin  of 
this  tissue  is  in  such  obscurity  at  the  present  time  that  it  is 
difficult  for  us  to  say  exactly  what  degree  of  supporting  force 
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it  may  have,  but  the  supporting  force  is  undoubtedly  at  the 
upper  part  of  the  pelvis,  and  it  is  less  than  is  required  at 
the  lower  part.  What  appears  to  be  yielding  structures,  if 
placed  in  normal  condition,  will  in  situ  render  a  degree  of 
resistance  wholly  out  of  proportion  to  that  which  they  give 
upon  ordinary  manipulation,  and  especially  if  you  attempt 
to  manipulate  these  structures  in  the  face  of  a  condition 
analogous  to  that  which  we  find  in  subinvolution.  We  are 
quite  certain  that  the  degree  of  softening  we  may  find 
there  will  tend  to  discourage  the  operator.  If  we  simply  wait 
until  this  tissue  is  brought  into  a  normal  condition  I  believe 
the  amount  of  resistance  that  will  be  furnished  will  meet 
the  demands  of  the  situation.  In  all  these  cases  of  retro- 
version the  uterus  was  not  thrown  into  a  condition  of  ante- 
position,  such  as  the  Alexander  operation,  or  by  any  ventro- 
fixation operation,  but  was  thrown  forward  it  seemed,  as  it 
were,  to  stand  erect.  If  you  allow  a  flabby  uterus  to  remain 
there,  and  that  is  the  condition  which  we  need  to  control, 
you  may  be  sure  you  will  be  disappointed  in  your  results  so 
far  as  the  action  of  the  fundus  of  the  uterus  is  concerned,  but 
if  you  will  at  the  same  time  treat  that  structure  so  as  to  have 
it  in  a  normal  condition,  I  am  sure  you  will  obtain  results 
from  your  oper  tions  which  will  fulfil  your  expectations. 


EXTEA-UTERINE  PREGNANCY. 


By  E.  C.  Dudley,  M.D., 
Chicago,  III. 


This  is  the  product  of  ectopic  pregnancy  removed  July 
20,  1909,  two  months  after  term;  that  is,  at  about  the 
eleventh  month  of  pregnancy. 

The  mass  was  posterior  and  to  the  left  of  the  uterus. 
The  incision  was  in  the  median  line.  The  tumor  was 
almost  universally  fixed  by  adhesions  or  by  continuity  of 
development,  the  adhesions  being  intestinal,  uterine,  parie- 
tal, omental ;  in  fact,  adhesions  existed  between  the  mass 
and  all  the  adjacent  structures,  especially  to  the  anterior 
abdominal  wall  and  the  sigmoid  flexure. 

The  mass,  about  eleven  inches  in  diameter,  was  care- 
fully separated  from  its  adhesions  and  shelled  out  unrup- 
tured. The  resulting  raw  surfaces  were  equal  approxi- 
mately to  a  surface  not  less  than  twelve  inches  square. 
An  incision  was  made  back  of  the  uterus  into  the  posterior 
vaginal  fornix,  and  through  this  incision  a  continuous 
gauze  drain  was  introduced  from  above  downward  into 
the  vagina.  The  upper  part  of  this  drain  consisted  of 
much  ganze  packing — sufficient  to  fill  the  field  of  operation 
and  to  prevent  oozing.  This  packing  was  then  covered  in 
by  stitching  together  the  peritoneal  surfaces  above  it  in 
such  a  way  as  to  cut  off  completely  the  field  of  operation 
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from  the  remaining  portion  of  the  abdominal  cavity  and  to 
cover  all  with  normal  peritoneum.  This  suturing  across 
the  pelvis  from  side  to  side  involved  intestinal  structures 
extensively,  and  especially  the  sigmoid  flexure,  which  was 
stitched  to  omental,  parietal,  bladder,  and  other  visceral 
peritoneum  wherever  possible  to  bring  parts  together  in 
order  to  quarantine  the  field  of  operation  from  the  general 
peritoneum.  I  was  most  ably  assisted  and  advised  in  this 
case  by  my  friend  and  colleague,  Dr.  Lester  Frankentahl. 

The  abdominal  wound  was  closed  without  drain  and 
healed  promptly.  A  slight  fecal  fistula  subsequently  dis- 
charged through  the  vagina,  but  closed  spontaneously  in  a 
few  days. 

Such  very  extensive  enucleation  of  so  large  a  mass  due 
to  ectopic  pregnancy  ordinarily  would  not  be  undertaken. 
The  fact  that  success  followed  this  operation  does  not 
necessarily  infiuence  me  in  recommending  the  procedure 
as  a  routine  in  similar  cases.  I  report  this  method  with 
the  suggestion  that  it  might  be  considered  more  surgical 
than  the  conventional  operation  of  incision  and  drainage; 
but,  although  more  surgical,  it  perhaps  may  with  subse- 
quent experience  prove  to  be  more  dangerous. 


DISCUSSION 


Dr.  Edwin  B.  Cragin. — It  has  been  my  fortune  to  operate 
on  four  of  these  cases  of  ectopic  gestation  at  full  term,  two  of 
whom  I  delivered  of  living  children  at  the  operation.  It 
seems  to  me,  the  question  of  this  operation  revolves  around 
the  point  as  to  whether  the  sac  shall  be  removed  at  the 
single  sitting  (the  sac  and  its  contents)  or  whether  the  sac 
shall  be  opened  and  the  cavity  drained.    In  one  of  the  four 
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cases  I  was  able  to  ligate  the  vessels  supplying  it  and  was 
able  to  enucleate  the  sac,  but  was  obliged  to  take  the  uterus 
with  it.  That  gave  me  primary  union  of  the  abdominal  wall 
and  an  easy  convalescence  \\-ithout  drainage.  It  is  excep- 
tional, however,  judging  from  my  small  experience,  that 
we  can  with  safety  ligate  the  nutrient  vessels  and  remove 
the  sac  en  masse. 

In  the  other  three  the  placenta  was  adherent  to  the 
structures  at  the  floor  of  the  pelvis,  and  to  have  attempted 
to  ligate  the  vessels  supplying  the  gestation  sac  and  remove 
it  would  have  lost  the  woman.  In  these  three  cases  the 
wiser  procedure  seemed  to  be  to  leave  the  sac  open,  to 
separate  the  placenta  gradually,  and  then  let  the  wound 
heal  by  granulation.  All  four  recovered,  but  there  was  only 
one  of  the  four  in  which  I  was  able  to  follow  anything  like 
the  procedure  reported  by  Dr.  Dudley  of  complete  enuclea- 
tion of  the  sac  and  its  contents. 

Dr.  E.  E.  Montgomery. — It  was  my  privilege  some 
fifteen  years  ago  to  operate  upon  a  woman  who  was  fifteen 
months  pregnant.  The  uterus  was  in  front  of  the  sac.  I 
opened  the  abdomen;  the  small  intestines  were  so  intimately 
related  to  the  sac  that  it  was  impossible  to  attempt  its 
removal.  I  removed  the  fetus,  and  made  a  communication 
between  the  sac  and  the  abdominal  wall,  and  packed  with 
iodoform  gauze.  This  patient  had  a  rather  stormy  con- 
valescence, but  recovered. 

Dr.  Herm,\n  J.  BoLDT. — I  do  not  believe  that  any  one 
can  lay  down  a  hard  and  fast  rule  as  to  the  procedure  which 
must  be  pursued  in  any  given  case,  because,  as  Dr.  Cragin 
has  said,  we  must  suit  our  operation  to  the  circumstances  and 
conditions  of  the  individual  case.  I  have  had  myself  four 
cases  of  ectopic  gestation  at  or  near  term,  but  in  only  one  of 
them  was  it  possible  to  remove  the  sac.  In  the  other  cases  I 
resorted  to  a  procedure  similar  to  that  described  by  Dr. 
Cragin.    I  lost  one  of  my  four  cases. 

Dr.  A.  Lapthorn  Smith. — I  have  had  two  cases  of  tubal 
pregnancy  at  term.  One  of  the  women  refused  operation, 
was  never  delivered,  and  is  alive  today  with  a  lithopoedeon 
inside  of  her.  In  the  other  I  removed  the  living  child.  When 
I  attempted  to  remove  the  sac  the  hemorrhage  w^as  so 
profuse  that  I  stopped  and  closed  her  up.    She  had  no  rise 
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of  temperature,  but  she  died  in  eight  days  from  exhaustion 
Her  death  was  not  connected  with  the  placenta  in  any 
way.  I  would  favor  leaving  the  placenta  where  great  hemor- 
rhage is  likely  to  follow  its  removal.  In  another  case  one  of 
my  colleagues  attempted  to  remove  the  placenta,  and  the 
woman  died  on  the  table  from  hemorrhage.  It  is  not  wise  to 
remove  the  placenta  when  the  hemorrhage  is  profuse. 

Dr.  E.  W.  Gushing. — I  had  one  of  these  cases  of  ectopic 
gestation  many  years  ago,  and  in  this  instance  I  waited 
until  the  child  was  dead.  While  this  may  not  be  considered 
good  practice,  it  seemed  a  safer  thing  to  wait  about  a  month, 
which  I  did,  then  I  opened  the  abdomen.  The  sac  was  thin, 
had  ruptured,  and  the  child  was  loose  in  the  abdominal 
cavity.  The  placenta  was  inserted  in  a  great  cup,  which  I 
took  to  be  the  end  of  the  tube.  The  part  of  the  placenta 
outside  the  cup  had  separated,  and  the  other  part  was 
attached  in  the  cup.  I  separated  the  placenta  from  the  cup 
controlling  the  hemorrhage  easily  by  gauze  pressure,  stitched 
the  cup  to  the  abdominal  wound,  with  one  glass  drainage 
tube  in  the  cup  and  another  tube  in  the  abdominal  cavity, 
and  the  woman  got  well  without  any  trouble. 

Dr.  G.  Brown  Miller,  of  Washington. — About  five 
years  ago  I  had  a  case  of  ectopic  gestation  with  a  living  child 
at  term.  The  placenta  was  attached  to  the  tube  and  broad 
ligament  and  formed  a  pedicle,  so  that  it  was  easily  removed. 
The  sac  was  adherent  over  the  anterior  abdominal  wall  and 
to  the  omentum.  That  gave  rise  to  some  hemorrhage.  The 
whole  sac  and  placenta  were  removed,  and  the  woman 
recovered.  The  child  unfortunately  died  of  hemorrhage 
from  the  cord  following  the  ligation  of  the  cord  by  the 
nurse,  to  whom  the  baby  was  turned  over  at  the  time  of 
the  operation. 

Dr.  Joseph  Taber  Johnson. — I  had  a  case  of  ectopic 
gestation  about  ten  years  ago.  The  woman  was  considered 
by  those  who  had  seen  her  before  I  did  to  have  been  twelve 
months  pregnant.  The  nature  of  the  case  was  not  clearly 
understood,  and  at  the  operation  doubt  was  expressed  as 
to  whether  there  was  any  pregnancy  at  aU,  but  a  large  tumor 
at  the  side  of  the  uterus.  This  was  enucleated  without 
breaking  the  sac  and  almost  rolled  out  by  itself.  There 
was  only  one  vessel  to  tie.     Some  gentlemen  present  (Dr. 
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Fry  was  among  the  number)  took  the  specimen  into  another 
room,  and  after  opening  it  found  a  full-grown  fetus,  weighing 
nine  pounds,  in  the  sac.  The  abdomen  was  closed  without 
drainage,  as  there  was  nothing  to  drain.  The  supply  to  the 
placenta  had  all  dried  up  three  months  after  the  end  of  the 
natural  term  of  pregnancy,  and  the  patient  made  a  very  good 
recovery. 


EEPOET  ON  VACCINE  THEEAPY  IN  GYNE- 
COLOGY AND  OBSTETEICS. 

By  J.  Whitbidge  Williams,  M.D.,  Edwin  B.  Cbagin,  M.D., 

AND 

Feanklin  S.   Newell,  M.D. 


Before  beginning  their  report,  jour  committee  desires 
to  express  its  conviction  that  its  members  were  unfor- 
tunately selected,  as  none  of  us  have  worked  upon  the 
scientific  side  of  the  subject,  and  one  of  us,  at  least,  has 
had  no  experience  in  the  practical  employment  of  vaccine 
therapy.  For  this  reason  we  are  unable  to  express  an 
authoritative  opinion  as  to  its  merits  derived  from  per- 
sonal experience,  and  are  therefore  obliged  to  base  our 
report  upon  a  critical  study  of  the  literature  of  the  subject. 
With  this  object  in  view,  Dr.  Cragin  reviewed  the  publica- 
tions dealing  with  gonorrheal  infections;  Dr.  Newell, 
those  upon  infections  of  the  urinary  tract  and  of  the  in- 
ternal genitalia,  and  Dr.  Williams,  those  upon  puerperal 
infection  and  the  more  general  aspects  of  the  entire  sub- 
ject. The  report,  therefore,  represents  the  joint  work  of 
the  three  members  of  your  committee,  and  is  concurred  in 
by  each  of  them.  It  is  unnecessary  to  siate  that  the  subject 
was  approached  with  an  open  mind,  and  that  our  judg- 
ment, as  far  as  possible,  is  unprejudiced  and  objective. 

After  a  few  general  remarks  concerning  opsonins  and 
vaccines,  we  shall  consider  the  use  of  the  latter  in  the 
treatment  of  the  following  conditions : 
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1.  Gonorrheal  infections,  including  vulvovaginitis  in 
little  girls. 

2.  Infections  of  the  urinary  tract. 

3.  Inflammatory  conditions  of  the  internal  genitalia. 

4.  Puerperal  infections,  and,  finally,  we  shall  sum- 
marize our  conclusions  in  a  few  sentences. 

Following  the  ingenious  work  of  Metchnikoff.  which 
began  in  1865,  it  has  become  recognized  as  a  well-estab- 
lished fact  that  the  leukoc^'tes  and  other  cells  take  up  into 
their  interior  foreign  bodies  and  bacteria,  which  then 
undergo  various  changes  which  may  eventually  result  in 
their  destruction.  The  process  is  known  as  phagocytosis, 
and  it  is  apparent  that  if  all  the  bacteria  concerned  in  the 
production  of  a  disease  could  be  destroyed  in  this  way 
the  process  must  come  to  an  end. 

This  view  was  promptly  accepted,  particularly  in 
France,  and,  with  various  modifications  and  amplifications, 
became  the  basis  for  the  cellular  theory  of  immunity.  In 
Germany,  on  the  other  hand,  the  establishment  of  immu^u- 
izing  processes  was  attributed  to  the  presence  or  develop- 
ment of  certain  substances  in  the  blood  serum  or  tissue 
juices,  independent  of  the  leukocytes,  and  has  led  to  the 
development  of  the  humoral  theory. 

For  many  years  the  differences  between  the  supporters 
of  the  two  doctrines  were  apparently  irreconcilable,  and 
it  was  not  until  Sir  Almroth  Wright  enunciated  his  views 
concerning  opsonins  and  vaccine  therapy  that  either  side 
realized  that  each  theory  was  based  upon  accurate  obser- 
vations and  was  entitled  to  careful  consideration.  Wright's 
publication  directed  particular  attention  to  the  practical 
application  of  the  doctrines  of  immunity,  and  since  his 
lectures  in  this  country  in  1907  opsonic  or  vaccine  therapy 
has  been  a  very  live  issue. 

For  many  years  it  has  been  known  that  one  of  the  first 
responses  to  many  infections  is  an  increase  in  the  number 
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of  leukocytes — leukocytosis.  In  localized  infections  the 
process  is  practically  limited  to  the  infected  area,  around 
which  the  leukocytes  form  a  wall  of  varying  thickness, 
which  serves  partly  as  a  means  of  removing  the  bacteria, 
but  more  particularly  as  a  filter  which  tends  to  prevent 
their  spreading  into  the  rest  of  the  organism.  In  abscess 
formation  there  is  an  extensive  migration  of  the  leuko- 
cytes to  the  affected  area,  and  at  first  they  take  up  large 
numbers  of  bacteria ;  but  later,  as  the  result  of  insufficient 
nutrition,  and  possibly  of  toxins  liberated  by  the  bacteria, 
they  begin  to  break  down  when  the  tryptic  ferment  con- 
tained in  them  causes  still  further  liquefaction  of  the 
tissues  and  gives  rise  to  a  typical  abscess. 

Metchnikoff,  Wright,  and  others  pointed  out  that  in 
ordinary  infections  which  are  undergoing  recovery  there 
is  a  marked  increase  in  the  extent  of  phagocytosis,  and 
the  latter  holds  that  the  increased  ability  to  devour  the 
bacteria  is  in  great  part  due  to  the  presence  in  the  blood 
serum  and  tissue  juices  of  substances  which  so  sensitize 
the  former  that  they  can  be  more  readily  absorbed  by  the 
leukocytes,  while  at  the  same  time  their  other  properties 
are  not  affected.  These  substances  Wright  designated  as 
opsonins — from  opsino,  I  prepare  for  food,  or  cater  to — 
and,  as  they  become  more  abundant  during  recovery  or 
convalescence  from  disease,  must  be  regarded  as  an  essen- 
tial factor  in  the  production  of  active  immunization. 

By  the  term  active  immunity  we  understand  the  phe- 
nomena accompanying  spontaneous  recovery  from  an 
infectious  disease,  and  which  for  a  time  at  least  prevents 
a  new  attack,  or  similar  changes  resulting  from  the 
artificial  injection  of  small  quantities  of  the  specific 
microorganism  or  toxin  into  the  tissues  of  the  individual. 
Such  a  response  must  be  regarded  as  nature's  effort  to  rid 
the  organism  of  the  offending  bacteria  and  their  products. 
Increased  phagocytosis,  however,  is  only  one  of  the  factors 
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concerned,  and  other  complicated  bodies  are  also  produced 
which  lead  to  the  clumping,  solution,  and  absorption  of 
the  bacteria  and  their  toxic  products — namely,  the  agglu- 
tinins, lysins  and  other  bactericidal  substances. 

In  passive  immunity,  on  the  other  hand,  the  toxins 
which  characterize  the  disease  are  simply  neutralized  or 
rendered  inert  by  the  injection  into  the  individual  of  pro- 
tective substances  which  have  been  developed  in  the  serum 
of  another  individual  as  the  result  of  active  immunization. 
This  should,  therefore,  be  regarded  merely  as  a  tem- 
porary expedient,  which  simply  serves  to  hold  the  dis- 
ease processes  in  check  sufficiently  long  to  permit  nature 
to  manufacture  and  bring  into  play  such  protective  and 
bactericidal  substances  as  will  rid  the  individual  of  the 
offending  bacteria  and  their  toxins.  Active  immuniza- 
tion, on  the  other  hand,  is  more  permanent  in  its  effect,  and 
when  well  developed  not  only  copes  with  the  existing  infec- 
tion, but  affords  a  longer  or  shorter  guarantee  against  its 
recurrence. 

It  would  lead  us  too  far  to  consider  these  phenomena  in 
detail,  and  it  suffices  here  to  state  that  the  opsonins  are 
simply  one  of  the  protective  substances  developed  in  the 
body  fluids,  and  that  it  has  not  yet  been  determined 
whether  they  correspond  to  the  ordinary  amboceptors  or 
are  of  some  other  nature.  In  any  event,  as  has  already 
been  indicated,  they  do  not  kill  or  cause  solution  of  the 
bacteria,  but  simply  sensitize  them  for  absorption  by  the 
leukocytes.  It  is  generally  believed  that  there  are  various 
categories  of  opsonins,  each  of  which  is  specific  in  its 
action;  thus  a  given  serum  may  be  rich  in  opsonins  for 
the  tubercle  bacillus  and  lacking  those  for  the  strepto- 
coccus or  colon  bacillus. 

Wright's  great  contribution  to  the  chapter  of  immunity 
was  the  recognition  of  the  existence  and  mode  of  action 
of  opsonins,   as  well  as  the  invention  of  a  method  for 
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determining  the  extent  to  which  they  are  present.  The 
latter  is  effected  by  means  of  the  opsonic  index,  which 
indicates  the  quantity  of  a  specified  variety  of  bacterium 
which  will  be  taken  up  by  a  given  number  of  phagocytes 
in  the  serum  of  the  individual  to  be  tested,  as  compared 
with  those  devoured  by  the  same  number  of  phagocytes 
in  the  presence  of  the  same  quantity  of  serum  from  a 
normal  person. 

The  technic  for  such  determinations  is  quite  complicated 
and  gives  reliable  results  only  in  the  hands  of  expert  and 
trained  investigators.  It  consists  in  principle,  however, 
of  mixing  one  part  of  the  serum  of  the  individual  to  be 
tested  with  equal  parts  of  washed  leukocytes,  and  of  a 
suspension  of  the  bacteria  in  question,  placing  the  mixture 
in  a  thermostat  for  fifteen  minutes,  making  a  smear  and 
counting  the  number  of  bacteria  ingested  by  100  leuko- 
cytes, and  then  comparing  the  results  with  those  obtained 
in  a  similar  experiment  in  which  the  serum  of  the  indi- 
vidual to  be  tested  is  replaced  by  that  of  a  normal  person. 
The  opsonic  index  is  expressed  by  a  fraction  in  which  the 
results  obtained  in  the  former  experiment  form  the  numer- 
ator and  those  obtained  in  the  latter  the  denominator.  In 
order  to  avoid  complicated  figures,  it  is  customary  to 
designate  the  latter  as  unity,  and  to  express  the  former 
by  a  decimal  fraction.  Thus,  if  242  bacteria  were  counted 
in  the  preparation  made  from  the  patient's  serum  and  186 
in  the  control,  the  index  would  be  ^^Vgg  or  1.30. 

The  term  vaccine,  which  was  originally  employed  to 
designate  the  material  obtained  from  cowpox  and  used  for 
protection  against  smallpox,  was  extended  by  Pasteur  to 
any  bacterial  culture  or  toxin  injected  into  another  animal 
for  the  purpose  of  preventing  or  curing  disease.  Since 
his  time  this  has  been  done  to  a  very  considerable  extent, 
and  Wright  conceived  the  idea  that  the  employment  of 
vaccines  could  be  considerably  extended  and  regulated  by 
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using  the  opsonic  index  as  a  guide  for  their  administration. 
He  held  that  under  normal  conditions  the  opsonic  index 
should  be  1 ;  whereas  in  infections  in  which  the  patient 
is  responding  satisfactorily  it  should  be  higher,  while  in 
those  in  which  recovery  is  not  occurring  it  should  be  less 
than  normal.  Consequently  the  existence  of  an  abnormal 
opsonic  index  against  a  given  microorganism  indicates  that 
the  latter  is  the  cause  of  the  infection  and  that  the  patient 
is  not  reacting  to  it. 

Under  such  circumstances  he  advanced  the  theory  that 
the  injection  into  the  subcutaneous  tissues  of  a  definite 
quantity  of  the  offending  bacteria,  which  had  been  pre- 
viously killed  by  heat,  would  result  in  a  further  stimula- 
tion of  the  immunizing  processes  and  thus  favor  or  hasten 
cure.  Ordinarily,  he  noted  that  the  injection  of  a  certain 
number  of  millions  of  dead  bacteria  would  be  followed 
by  a  decided  reaction  on  the  part  of  the  patient  and  by 
a  temporary  but  considerable  decrease  in  the  opsonic  index. 
This  drop,  which  he  designated  as  the  negative  phase,  was 
ordinarily  of  short  duration  and  was  soon  followed  by  a 
rise  of  the  index  above  1.  As  long  as  it  remains  elevated 
no  further  injections  are  necessary,  but  as  soon  as  it 
begins  to  decrease  and  approaches  unity  a  further  injec- 
tion should  be  given.  The  number  of  vaccinations  neces- 
sary to  effect  a  cure  varies  markedly  in  different  infections, 
as  well  as  the  number  of  bacteria  injected  on  each  occa- 
sion, which  may  vary  from  5,000,000  or  10,000,000  up 
to  500,000,000  or  even  1,000,000,000. 

When  one  considers  the  rationale  of  such  treatment,  it 
would  appear,  a  priori,  that  it  would  probably  be  more 
useful  as  a  prophylactic  than  as  a  therapeutic  measure. 
Thus  if  small  quantities  of  the  killed  bacteria  are  injected 
into  a  normal  individual  an  immunizing  response  might 
be  obtained,  which  would  simulate  that  occurring  in 
recovery    from    spontaneous    infections    and    thus    afford 
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immunity  against  subsequent  attacks.  This  has  been 
done  with  greater  or  less  success  as  a  prophylactic  measure 
against  plague,  cholera,  typhoid  fever,  and  dysentery,  and 
the  results  obtained  prove  that  it  is  a  rational  and  scientific 
procedure. 

On  the  other  hand,  in  the  actual  treatment  of  existing 
disease,  the  method  does  not  at  first  glance  appear  so 
rational;  as  it  would  seem  somewhat  paradoxical  to  intro- 
duce more  bacteria  into  an  idividual  who  is  already  suffer- 
ing from  the  effects  of  their  presence.  Moreover,  practical 
experience  indicates  that  the  effect  will  differ  materially 
according  as  one  is  dealing  with  a  localized  or  a  general 
infection.  Wright  has  offered  an  apparently  satisfactory 
explanation  of  the  modus  operandi  in  localized  infections, 
which  are  due  to  the  tubercle  bacillus  or  staphylococcus. 
In  such  conditions  he  assumes  that  the  bacteria  are  limited 
to  the  local  lesion,  and  are  shut  off  from  the  general  organ- 
ism by  the  leukocytic  wall  and  inflammatory  tissues  by 
which  it  is  surrounded.  Consequently  they  do  not  gain 
access  to  the  general  circulation  and  are  thus  unable  to 
produce  an  immunizing  response.  Whereas,  when  the 
vaccine  is  injected  opsonins  are  formed  in  the  fixed  con- 
nective-tissue cells  and  are  given  off  to  the  serum  and  body 
juices,  and  thus  gain  access  to  the  infected  area  and  pre- 
pare the  bacteria  for  ingestion  by  the  leukocytes.  The 
favorable  results  obtained  in  this  variety  of  infection 
apparently  indicate  that  the  theory  is  in  essential  accord 
with  the  facts. 

On  the  contrary,  vaccination  would  at  first  glance  appear 
to  be  thoroughly  irrational  in  generalized  infections,  as  in 
such  cases  large  numbers  of  bacteria  are  circulating  in  the 
blood  and  should  apparently  be  able  to  call  forth  any 
immunizing  response  of  which  the  organism  is  capable. 
It  would,  therefore,  seem  that  the  individual,  who  is  suf- 
fering from  the  presence  of  bacteria  and  their  toxins,  would 
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only  be  damaged  still  further  by  the  introduction  of  a 
greater  quantity  into  his  system.  Wright,  however,  con- 
tends that  in  such  cases  the  opsonins  are  not  developed  in 
the  blood  serum,  but  rather  in  the  juices  of  the  subcu- 
taneous tissue  into  which  the  vaccine  may  have  been 
injected,  and  that  their  formation  may  be  sufficient  to 
turn  the  tide  and  enable  the  patient  to  recover.  Satisfac- 
tory proof  of  the  correctness  of  such  an  explanation  has 
not  yet  been  adduced,  while  the  uncertain  and  unfavorable 
results  following  the  employment  of  vaccine  therapy  in 
generalized  infections  seem  to  indicate  that  it  may  never 
be  substantiated. 

Since  the  development  of  these  theories,  opsonic  deter- 
minations have  been  made  in  a  large  number  of  diseases, 
and  their  cure  attempted  by  means  of  vaccines,  as  is  well 
reviewed  in  the  recent  articles  of  Thomas  and  Tileston. 
How  satisfactory  the  results  have  been  in  gynecological 
and  obstetrical  work  will  be  shown  in  the  following  pages, 
although  it  would  seem  that  the  therapeutic  application 
of  vaccines  has  been  more  generally  recognized  than  the 
practical  value  of  the  determination  of  the  opsonic  index. 
Wright  and  his  followers  believe  that  scientific  vaccine 
therapy  is  possible  only  when  controlled  by  frequent  deter- 
minations of  the  index,  although  in  the  hands  of  most 
observers,  such  as  Fitzgerald,  Whitman  and  Strangeways, 
Cole,  Moss,  and  the  majority  of  German  investigators,  its 
technic  has  been  found  to  be  so  difficult,  and  such  variable 
results  have  been  obtained,  that  the  general  tendency  is 
to  regard  it  more  as  a  scientific  demonstration  of  the  exist- 
ence of  opsonins  rather  than  a  practical  guide  for  prog- 
nosis and  treatment. 

After  this  brief  review  of  the  theoretical  aspects  of  the 
subject,  we  shall  consider  the  practical  results  following  the 
use  of  vaccine  therapy  in  gynecological  and  obstetrical 
work. 


J.  W.  WILLIAMS,  E.  B.  CRAGIN,  AND  F.  S.  NEWELL     189 

1.  GoNOEEHEAL  INFECTIONS.  Vaccines  have  been 
extensively  employed  in  various  forms  of  gonorrheal  infec- 
tion, and  the  most  satisfactory  results  appear  to  have  been 
obtained  in  the  treatment  of  chronic  gonorrheal  arthritis 
and  of  chronic  vulvovaginitis  in  little  girls.  Cole  and 
Meakins,  in  1907,  reported  the  results  obtained  in  twenty 
cases  of  the  former,  and  found  that  a  certain  number  of 
patients  improved  much  more  rapidly  and  satisfactorily 
than  under  the  usual  methods  of  treatment.  At  the  same 
time  they  stated  that  the  variations  in  the  opsonic  index 
were  so  great  as  to  render  it  of  very  questionable  value  as 
a  guide  to  treatment.  Similar  observations  were  made  by 
Irons,  Eyre  and  Stewart,  and  Hartwell,  and  their  con- 
sensus of  opinion  based  upon  a  total  of  127  cases  is  that 
in  many  chronic  cases  symptomatic  cure  can  be  effected  in 
a  shorter  time  than  with  any  other  method  of  treatment. 
Such  results,  however,  do  not  necessarily  imply  that  the 
gonococci  were  destroyed,  as  in  several  instances  their 
presence  was  demonstrated  at  operation,  months  after  the 
disappearance  of  subjective  sjnnptoms. 

According  to  Allen,  Stropshire,  Hartwell,  and  other 
observers,  gonococcus  vaccines  are  practically  valueless  in 
the  treatment  of  acute  urethritis,  and  the  only  author 
giving  a  favorable  report  is  Stephens.  On  the  other  hand, 
somewhat  more  favorable  results  were  reported  in  chronic 
cases  by  Allen,  Bosanquet  and  Eyre,  Laxton,  and  others, 
but  even  here  only  a  small  proportion  of  the  patients  were 
really  cured. 

Good  results  have  been  reported  in  the  treatment  of 
several  cases  of  general  gonococcus  septicemia,  although  in 
Dieulafoy's  two  patients  gonococci  could  be  cultivated  from 
the  blood  long  after  the  disappearance  of  all  symptoms. 

Generally  speaking,  it  may  be  said  that  vaccines  exert 
a  very  favorable  influence  upon  the  course  of  chronic 
vulvovaginitis  in  little  girls,  and  series  of  cases  has  been 
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reported  by  Churchill  and  Soper,  Butler  and  Long,  Ham- 
ilton and  Cook,  Thomas,  and  Hamilton.  In  several  of 
them  equal  numbers  of  patients  were  treated  alternately 
by  means  of  vaccines  and  by  the  usual  antiseptic  methods, 
and  the  general  consensus  of  opinion  is  well  summarized  in 
the  conclusions  of  Butler  and  Long:  "We  believe  it  no 
exaggeration  to  state  that  vaccine  therapy  has  a  place 
in  the  treatment  of  gonorrhea  in  the  female,  that  it  appears 
to  be  far  more  efficient  and  at  the  same  time  scientifically 
more  tenable  than  local  antiseptic  treatment." 

Possibly  the  most  conclusive  demonstration  of  its  utility 
has  been  adduced  by  Hamilton,  who  reports  the  results 
obtained  in  344  patients  observed  in  the  Vanderbilt  clinic, 
and  states  that  in  260  treated  by  irrigation  with  various 
antiseptic  solutions  60  per  cent,  of  cures  resulted  after  an 
average  duration  of  10.1  months  of  treatment;  while  90 
per  cent,  of  the  80  patients  treated  by  vaccines  were  cured 
after  an  average  treatment  of  1.7  months.  Even  in  this^ 
the  most  favorable  series  thus  far  reported,  vaccine  therapy 
did  not  give  universally  good  results,  as  a  certain  propor- 
tion of  cases  failed  to  receive  any  benefit  from  it.  Con- 
trary to  the  general  experience  in  other  infections,  the 
general  opinion  seems  to  indicate  that  in  this  condition 
almost  as  satisfactory  results  may  be  obtained  by  the  em- 
ployment of  stock  vaccines  as  by  those  prepared  from  or- 
ganisms cultivated  directly  from  the  patient. 

2.  I^'FECTiois's  OF  THE  UKI^'AEY  Teact.  Series  of 
cases  comprising  the  various  inflammatory  conditions  of 
the  bladder,  ureter,  and  renal  pelvis  due  to  various  bacteria 
have  been  reported  by  Lenhartz,  Dodge,  Rovsing,  and 
Hartwell  and  Streeter.  In  the  great  majority  of  them 
the  infection  was  due  to  the  colon  bacillus,  which  was 
noted  in  41  of  the  60,  and  in  12  of  the  19  cases  reported 
by  Dodge,  and  HartweU  and  Streeter,  respectively.  In 
such  conditions,  no  matter  what  the  infecting  organism 
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may  be,  stock  vaccines  are  useless ;  but  in  the  milder  cases 
of  colon  infection  autogenous  vaccines  are  sometimes 
efficient  in  that  they  bring  about  symptomatic  cure,  but 
rarely  lead  to  the  total  disappearance  of  the  bacteria  from 
the  urine.  It  may  be  stated  that  somewhat  better  results 
are  obtained  in  pyelitis  than  in  cystitis,  although  the  possi- 
bility of  drawing  definite  conclusions  in  this  regard  is 
rendered  difficult  by  the  fact  that  the  majority  of  the 
patients  had  been  subjected  to  medicinal  and  surgical 
treatment  as  well  as  to  vaccine  therapy. 

Geraghty,  after  reviewing  the  subject  in  1909,  stated 
that  the  evidence  thus  far  available  would  seem  to  indi- 
cate that  vaccines  are  useless  in  streptococcus  infections, 
but  possess  a  certain  value  in  the  treatment  of  those  due 
to  the  colon  bacillus. 

In  addition  to  the  larger  series  just  mentioned,  isolated 
cases  have  been  reported  by  Leary,  Francioni,  White  and 
Eyre,  Butler,  Schneider,  Cunningham,  Briscoe.  Billings, 
Belfield,  and  others.  In  some  patients  symptomatic  cure 
resulted,  while  in  others  the  vaccines  appeared  to  exert  no 
effect  upon  the  condition,  but  even  the  most  enthusiastic 
advocates  of  their  employment  admit  that  the  bacteriuria 
usually  persists. 

As  far  as  we  have  been  able  to  ascertain,  French  and 
Kouth  are  the  only  authors  who  have  thus  far  employed 
vaccines  in  the  treatment  of  the  pyelonephritis  of  preg- 
nancy. In  each  instance  symptomatic  cure  resulted,  but 
the  bacteria  persisted  in  the  urine  until  after  delivery, 
when  the  process  gradually  cleared  up.  From  the  evi- 
dence at  present  available,  it  would  seem  permissible  to 
conclude  that  the  results  following  vaccine  therapy  in  the 
pyelitis  and  pyelonephritis  of  pregnancy  are  practically 
identical  with  those  obtained  by  rest  in  bed  and  the  admin- 
istration of  salol  or  urotropin;   as  in  both  symptomatic 
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cure  results,  but  the  bacteriuria  persists  until  after  the 
termination  of  pregnancy. 

3.  Infections  of  the  Generative  Teact.  Wright 
and  Harris  have  reported  good  results  following  the  admin- 
istration of  autogenous  colon  vaccines  in  certain  cases  of 
endometritis  complicated  by  cervical  catarrh.  In  numer- 
ous instances,  however,  the  amount  of  the  discharge  was 
merely  diminished  and  a  definite  cure  was  not  effected 
until  after  the  patient  had  been  curetted. 

Hoobler,  Leary,  and  Oastler  have  also  reported  cases  in 
which  chronic  pelvic  inflammation  persisted  after  opera- 
tion and  was  complicated  by  prolonged  suppuration  and 
the  development  of  fistulous  tracts.  In  several  instances, 
no  matter  whether  the  lesion  was  due  to  the  streptococcus 
or  colon  bacillus,  or  to  mixed  infections,  the  condition 
gradually  cleared  up  after  the  repeated  administration  of 
suitable  vaccines.  Whether  such  results  were  post  hoc  or 
propter  hoc  it  is  impossible  to  say,  as  accurate  conclusions 
cannot  be  drawn  from  the  few  cases  thus  far  reported. 
Similar  treatment  was  employed  by  Oastler,  Hartwell, 
Streeter,  and  Green  in  certain  chronic  peritoneal  infec- 
tions, broken-down  laparotomy  wounds  and  sluggish 
sinuses.  They  reported  fairly  satisfactory  results,  and  it  is 
possible  that  such  conditions  may  afford  a  field  for  the 
more  extensive  employment  of  vaccine  therapy  in  the 
future. 

Moreover,  it  is  interesting  to  note  that  Lerda  and  Ritchie 
have  attempted  in  certain  operative  cases  to  diminish  the 
possibility  of  infection  by  vaccinating  the  patient  prior 
to  resorting  to  surgical  procedures.  Their  results,  how- 
ever, were  not  sufficiently  encouraging  to  make  it  likely 
that  they  will  find  many  imitators. 

4.  Puerperal  Infection.  The  greater  part  of  the 
work  thus  far  reported  in  this  condition  has  consisted  in 
attempting  to  ascertain  the  diagnostic  and  prognostic  value 
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of  the  opsonic  index  in  normal  pregnant  and  puerperal 
women,  as  well  as  in  the  presence  of  infection;  while  a 
comparatively  small  number  of  observers  have  reported 
the  results  following  the  employment  of  vaccines  in  the 
latter  condition. 

Eisler  and  Sohma  studied  the  opsonic  index  in  rabbits 
and  guinea  pigs,  which  had  been  immunized  to  streptococci, 
and  found  that  opsonins  were  not  transmitted  to  the  fetus 
in  utero,  but  readily  passed  over  in  the  maternal  milk. 

Series  of  opsonic  determinations  have  been  made  in 
pregnant  and  puerperal  women  by  Koessler  and  Neumann, 
Heynemann  and  Barth,  Gugigsberg,  Cathala  and  Lequeux, 
Martin,  Robbers,  and  Much.  With  the  exception  of  the 
last  two,  all  of  these  investigators  concluded  that  such 
determinations  were  so  difficult  and  gave  such  variable 
results  that  the  opsonic  index  was  practically  of  little 
value  either  in  the  diagnosis  or  treatment  of  infectious 
conditions  occurring  during  pregnancy  or  the  puerperium. 
Much,  however,  believed  that  useful  results  might  be 
obtained,  while  Robbers  found  that  repeated  determina- 
tions were  necessary  to  justify  a  definite  conclusion,  and 
before  they  were  completed  the  diagnosis  would  have  been 
established  by  the  usual  bacteriological  methods. 

Koessler  and  ISTeumann  made  the  interesting  observation 
that  the  opsonic  index  for  the  tubercle  bacillus  was  normal 
in  only  48  per  cent,  of  puerperal  women,  as  compared  with 
87  per  cent,  in  other  normal  individuals.  They,  therefore, 
concluded  that  in  such  patients  the  resistance  to  tubercu- 
losis was  lowered,  and  that  the  condition  offered  an  ex- 
planation for  the  ravages  which  it  made  when  developing 
or  flaring  up  during  the  puerperium. 

Before  considering  the  therapeutic  value  of  vaccine 
therapy  in  puerperal  infection  it  may  be  stated  that  in  the 
ordinary  local  infections,  no  matter  to  what  variety  of 
bacteria  they  may  be  due,  the  natural  tendency  is  toward 
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recovery,  so  that  specific  treatment  is  usually  unnecessary. 
On  the  other  hand,  when  the  process  passes  beyond  the 
uterus,  it  rapidly  gives  rise  to  peritonitis  or  general  infec- 
tion— conditions  which  are  so  serious  that  any  efficient 
means  of  treatment  would  prove  a  great  benefaction.  In 
such  cases  the  infecting  microorganism  is  usually  the  strep- 
tococcus, staphylococcus  aureus  or  colon  bacillus,  either 
alone  or  in  combination,  and  the  question  therefore  resolves 
itself  into  the  possibility  of  combating  the  resulting  peri- 
tonitis or  general  infection;  as  the  short  time  necessary 
for  invasion  by  highly  virulent  bacteria  makes  impossible 
any  attempt  to  jugulate  the  original  local  infection  by  the 
comparatively  slowly  acting  vaccine. 

Moreover,  in  view  of  the  fact  that  all  of  these  bacteria 
are  subject  to  marked  variations,  it  is  imperative,  if  satis- 
factory results  are  to  be  obtained,  to  employ  autogenous 
rather  than  stock  vaccines.  Unfortunately  their  prepara- 
tion necessitates  still  further  delay,  so  that  the  fate  of  the 
patient  is  usually  sealed  before  the  first  injection  of  auto- 
genous vaccine  can  be  administered.  For  these  reasons  the 
prospect  for  successful  vaccine  therapy  in  the  acute  gen- 
eralized infections  does  not  appear  encouraging,  and  Sir 
Almroth  Wright  informed  one  of  the  members  of  the 
committee  last  autumn  that  he  held  the  same  opinion,  and 
that  favorable  results  could  be  expected  only  in  the  more 
chronic  cases. 

On  surveying  the  literature  we  find  that  comparatively 
few  cases  of  streptococcus  infection  have  been  reported, 
although  Wright,  in  1907,  stated  that  vaccine  therapy  had 
been  employed  in  six  cases  of  streptococcus  endocarditis 
with  four  deaths,  three  of  the  patients  showing  a  distinct 
immunizing  response,  which  was  absent  in  the  others. 
Allen,  in  1908,  likewise  considered  the  results  fairly  satis- 
factory and  referred  to  the  cases  of  Sutcliffe  and  Bayly, 
Harris,   Barr,   Bell,    and  Douglas,   but   the  more   recent 
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reports  have  not  been  encouraging.  Weaver  and  Tuni- 
cliffe  likewise  reported  satisfactory  results  in  chronic  strep- 
tococcal otitis  media  following  scarlet  fever,  as  well  as  in 
certain  cases  of  erysipelas. 

Isolated  cases  of  puerperal  infection  have  been  treated 
by  vaccines  by  Jewett,  Turton,  Crowe  and  Wynn,  Wilson, 
and  Oastler,  while  a  series  of  eighteen  cases  was  reported 
by  Hartwell,  Streeter  and  Green. 

Careful  study  of  the  histories  of  these  patients  has  failed 
to  convince  us  that  the  vaccines  exerted  any  marked  effect 
upon  the  course  of  the  disease,  while  in  several  instances 
we  received  the  impression  that  recovery  would  have 
resulted  no  matter  what  line  of  treatment  had  been 
adopted.  The  only  authors  who  have  thus  far  reported  a 
considerable  series  of  cases  are  Hartwell,  Streeter,  and 
Green.  They  treated  eighteen  patients  by  vaccines  in 
conjunction  with  the  usual  medical  and  surgical  methods 
of  treatment,  and  stated  that  in  the  four  instances  in  which 
blood  cultures  were  made  streptococci  were  demonstrated 
once.  All  of  the  patients  recovered,  and  in  eleven  the 
authors  believe  that  repeated  vaccinations  had  some  effect 
upon  the  course  of  the  disease,  while  in  the  others  it 
appeared  to  be  without  effect.  The  fact,  however,  that  in 
a  number  of  cases  vaccination  was  repeated  many  times 
at  intervals  of  several  days,  would  seem  to  indicate  that 
the  infection,  if  really  generalized,  pursued  a  chronic 
course.  Tileston,  however,  in  his  recent  review  of  the 
entire  subject,  considers  that  their  results  were  at  least 
encouraging  enough  to  lead  to  further  trial. 

Rosenthal,  Heynemann  and  Barth,  Gugigsberg,  and 
others  have  concluded  that  this  method  of  treatment  offers 
no  prospect  of  cure  in  acute  infections,  although  they 
admit  that  it  may  possibly  be  of  value  in  certain  chronic 
cases.     On  the  other  hand,  Meakins  believes  that  he  has 
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obtained  good  results  in  acutely  infected  rabbits,  and  thinks 
that  the  outlook  is  promising. 

After  this  survey  of  the  literature  it  seems  safe  to  con- 
clude that  vaccine  therapy  has  been  employed  in  so  few 
cases  of  puerperal  infection  that  it  is  impossible  to  express 
a  definite  opinion  as  to  its  merits.  At  the  same  time  it 
would  appear  that  the  greatest  prospect  for  its  successful 
use  is  in  the  chronic  local  infections,  and  that  it  offers  very 
little  hope  in  the  acute  general  infections  where  aid  is  so 
urgently  needed. 

We  would  suggest  that  it  is  advisable  to  continue  work 
along  these  lines,  and  that  large  series  of  cases  should  be 
treated  with  careful  bacteriological  control,  every  alternate 
patient  receiving  the  vaccine  and  the  other  being  left  alone, 
or,  if  subject  to  local  treatment,  care  should  be  taken  that 
it  be  identical  with  that  employed  in  the  vaccine  cases,  so 
that  with  the  exception  of  the  use  of  the  vaccine  all  condi- 
tions will  be  as  nearly  alike  as  possible.  If  under  such 
conditions  a  radical  difference  can  be  noted  in  the  behavior 
of  the  two  series,  it  would  be  permissible  to  attribute  it  to 
the  treatment.  Only  in  this  way  will  it  be  possible  to  draw 
tenable  conclusions,  as  we  hold  that  those  drawn  from 
isolated  cases  are  absolutely  valueless,  and  even  those 
series  of  cases  which  are  not  controlled  can  prove  but  little, 
as  under  such  conditions  it  is  impossible  to  exercise  critical 
judgment,  and  it  may  well  happen  that  conclusions  may 
be  drawn  which  further  investigations  will  show  to  be 
fallacious. 

Conclusions.  The  evidence  at  present  available  seems 
to  justify  the  following  tentative  conclusions  concerning 
the  value  of  vaccine  therapy  in  gynecology  and  obstetrics. 

1.  Opsonins  undoubtedly  play  a  part  in  the  production 
of  active  immunity.  On  the  other  hand,  the  determination 
of  the  opsonic  index  is  technically  very  difficult  and  is 
subject  to  such  variations  that  it  is  not  available  as  a 
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diagnostic  or  prognostic  guide,  and  even  among  trained 
bacteriologists  there  is  considerable  skepticism  as  to  its 
practical  value. 

2.  Immunization  by  means  of  vaccines  is  a  well-estab- 
lished prophylactic  measure  against  certain  infectious 
diseases,  notably  typhoid,  cholera,  plague,  and  dysentery. 
Vaccine  therapy  is  undoubtedly  a  valuable  remedial  agent 
in  local  infections  due  to  the  tubercle  bacillus  or  staphylo- 
coccus, less  so  in  local  infections  due  to  other  pathogenic 
bacteria,  while  there  is  considerable  doubt  as  to  its  effi- 
ciency in  acute  general  infections. 

3.  In  chronic  gonorrheal  arthritis  and  urethritis  it  is  a 
valuable  adjunct  to  other  treatment  and  occasionally  may 
lead  to  cure  alone.  It  appears  to  be  useless  in  the  acute 
infections,  while  it  is  more  efficient  in  the  treatment  of  the 
vulvovaginitis  of  children  than  any  other  means,  but  even 
here  it  does  not  always  result  in  cure. 

4.  In  infections  of  the  urinary  tract,  especially  those 
due  to  the  colon  bacillus,  it  sometimes  results  in  symp- 
tomatic cure,  but  rarely  relieves  the  bacteriuria.  The 
scanty  reports  concerning  the  pyelitis  and  the  pyeloneph- 
ritis of  pregnancy  indicate  that  vaccine  therapy  is  no  more 
efficient  than  the  usual  treatment  by  rest  in  bed  and  the 
administration  of  salol  or  urotropin,  as  in  neither  does  the 
bacteriuria  disappear  until  after  the  termination  of  preg- 
nancy. 

5.  In  certain  cases  of  endometritis  it  appears  to  rein- 
force the  curative  influence  of  curettage.  The  reports 
concerning  its  use  in  pelvic  inflammatory  diseases  are  too 
scanty  to  justify  conclusions,  but  it  would  seem  that  it 
may  be  of  value  in  certain  chronic  postoperative  cases  with 
sluggioh  fistula  formation. 

6.  As  the  ordinary  localized  puerperal  infections,  irre- 
spective of  the  nature  of  the  offending  bacteria,  tend  to 
spontaneous  cure,  the  field  for  vaccine  therapy  is  prac- 
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tically  limited  to  acute  general  infections,  where  they 
unfortunately  appear  to  be  of  little  value,  and  the  most 
that  can  be  said  from  the  reports  thus  far  available  is  that 
their  emplo^Tnent  does  no  harm. 

Further  research  in  this  direction  is  desirable,  and 
definite  conclusions  can  be  drawn  only  after  the  observa- 
tion of  a  large  series  of  cases,  with  careful  bacteriological 
diagnosis,  in  which  every  alternate  patient  is  treated  with 
autogenous  vaccines,  while  the  others  are  left  alone,  or  at 
most  subjected  to  such  general  treatment  as  is  common  to 
both  series. 
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THE  USE  OF  VACCINES  IN  SEPTIC  AND 
INFLAMMATOKY  CONDITIONS. 


By  Ernest  Watson  Gushing,  M.D.,  LL.D., 
Boston,  Mass. 


After  the  demonstration  of  the  relations  of  pathogenic 
bacteria  to  infections,  and  to  the  diseases  dependent  on 
infections,  there  were  opponents  of  the  germ  theory  of 
disease  who  maintained  vehemently  that  the  real  disease 
lay  in  the  patient,  and  that  the  invasion  of  bacteria  was  a 
consequence  rather  than  a  cause  of  the  malady. 

Many  heated  discussions  and  much  personal  rancor  arose 
from  these  opposing  views,  as  was  seen  in  the  experience 
and  writings  of  Lister,  Tait,  and  others. 

It  soon  became  evident,  however,  that  there  was  some 
truth  on  each  side  of  the  question;  that  as  bacteria  are 
vegetables,  not  only  the  seed  but  the  soil  must  be  consid- 
ered; that  just  as  rabbits  and  guinea  pigs  are  easily  in- 
fected by  tubercle  bacillus,  while  rats  and  goats  are 
immune,  so  some  men  are  prone  to  be  affected  by  certain 
bacterial  diseases,  while  others  under  similar  conditions 
escape. 

It  was  observed,  moreover,  that  a  reduction  of  the  vital 
forces  of  the  individual  increased  his  liability  to  such  dis- 
eases ;  in  other  words,  that  there  is  an  individual  resistance 
by  which  we  are  protected  from  infection,  which  resistance 
varies  in  races  and  individuals  by  nature,  and  is  variable 
in  the  same  individual  not  only  for  disease  in  general,  but 
for  each  specific  pathogenic  bacterium. 
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The  problem  then  arose  as  to  how  the  individual  resist- 
ance to  any  given  bacterium  should  be  estimated,  and 
where  desirable  increased. 

To  Wright,  of  England,  we  are  indebted  for  working  out 
a  theory  and  method  by  which  practical  results  are 
obtained. 

It  is  based  on  the  supposition  that  there  are  formed  in 
the  body  certain  substances  which  enable  the  leukocytes  to 
attack  and  destroy  the  invading  bacteria.  These  sub- 
stances are  known  as  opsonins,  and  their  relative  abun- 
dance in  the  system  can  be  estimated,  and  thus  a  guide  to 
diagnosis  can  be  deduced. 

Although  interesting  and  useful  in  certain  cases,  the 
determination  of  the  opsonic  index  is  seldom  required  in 
surgical  and  obstetrical  work,  and  will  be  passed  over  as 
foreign  to  this  paper. 

Of  much  more  practical  value  to  us  is  the  theory  that 
the  presence  in  the  body  of  the  toxic  products  of  any  given 
bacterium  arouses  the  vital  forces  to  produce  resistance  to 
the  particular  bacterium.  From  this  the  deduction  is  easy 
that  if  pathogenic  bacteria  are  cultivated  on  suitable  media 
and  then  the  life  of  the  bacteria  is  destroyed,  the  toxic 
products  remain  in  the  culture,  and  on  the  injection  of 
this  culture  into  the  body  a  resistance  will  be  developed 
by  the  natural  forces  which  will  help  the  system  to  over- 
come the  invasion  of  that  bacterium. 

This  is  supposed  to  be  analogous  to  the  process  which 
causes  the  self-limitation  of  diseases  dependent  on  bacteria, 
where  it  is  held  that  the  system  produces  substances  which 
render  the  body  an  unfit  soil  for  that  particular  growth  of 
bacteria,  and  so  they  die  or  are  destroyed  by  leukocytes 
and  the  patient  recovers. 

If  such  resistance  is  not  developed,  however,  the  patient 
dies. 

The  specific  means  of  helping  the  patient  to  offer  resist- 
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ance  to  the  bacterial  invasion  are  two — by  serums  and  by 
vaccines. 

Serums  are  formed  by  introducing  living  bacteria  into 
the  body  of  some  animal  vrhich  has  a  high  resistance  to  the 
particular  bacterium,  although  it  is  not  entirely  immune. 
The  animal  must  also  be  such  a  nature  that  its  blood  serum 
w^hen  injected  into  the  human  body  is  not  harmful. 

The  antitoxin  for  diphtheria,  prepared  from  the  blood 
of  a  horse  which  has  been  so  immunized,  is  the  most 
familiar  example  of  a  serum.  Sera,  however,  are  only 
adapted  to  diseases  where  the  bacteria  remain  localized, 
and  only  their  toxins  are  in  the  blood  of  the  patient.  They 
contain  bodies  which  act  directly  in  antagonism  to  the 
toxins  of  the  disease,  but  not  directly  on  the  bacteria.  They 
are  inapplicable,  as  a  rule,  to  the  pyogenic  bacteria  with 
which  we  are  now  concerned. 

Vaccines  or  killed  cultures  are  supposed  to  act  directly 
by  helping  the  system  to  destroy  the  hostile  bacteria;  it  is 
claimed  that  they  assist  materially  in  shortening  the  dis- 
ease, and  will  help  many  patients  to  recovery  who  would 
otherwise  die. 

Are  these  claims  true?  That  must  be  determined  by 
experience,  and  my  own  experience  has  shown  that  vac- 
cines are  extremely  useful,  and  even  indispensable,  in  the 
treatment  of  many  surgical  as  well  as  other  infections. 

Nevertheless,  a  great  discrimination  must  be  used  as  to 
the  source  of  supply.  Vaccines  are  not  like  tinctures  that 
will  keep  indefinitely.  They  should  be  fresh,  carefully 
kept  in  a  cool  place  and  out  of  the  influence  of  light. 

Moreover,  the  different  bacteria  which  are  classed 
together  by  their  appearance  under  the  microscope,  and  by 
their  behavior  on  various  culture  media,  and  in  staining, 
differ  in  pathogenic  properties.  There  are  as  many  varie- 
ties of  streptococci,  for  instance,  as  there  are  of  mush- 
rooms.    Some  are  worse  than  others. 
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Except  perhaps  in  the  ease  of  staphylococcus,  by  far  the 
best  results  are  obtained  by  use  of  autogenous  vaccines; 
that  is,  of  vaccines  cultivated  from  the  secretions  or  dis- 
charges of  the  patient  himself. 

In  spite  of  the  laudable  endeavors  of  the  manufacturers 
to  make  and  distribute  killed  cultures  or  vaccines,  no 
results  will  be  obtained  with  those  bought  of  apothecaries 
comparable  to  the  results  of  use  of  fresh  autogenous  vac- 
cines. 

Every  large  and  well-conducted  hospital  should  have  in 
its  pathological  department  some  one  competent  to  make 
such  vaccines.  Small  hospitals  and  private  practitioners 
should  be  in  close  relations  with  the  nearest  well-equipped 
medical  school  or  pathological  laboratory,  and  doubtless 
arrangements  could  be  made  by  which  autogenous  vaccines 
would  be  furinshed  on  application. 

The  specimen  of  secretion,  as  fluid  around  an  appendix, 
or  secretion  from  a  puerperal  uterus,  or  sputum  from  a 
pneumonia,  is  collected  on  a  swab  just  as  in  the  case  of 
specimens  from  the  throat  in  a  case  of  suspected  diph- 
theria, and  replaced  in  the  tube  and  sent  by  mail  to  the 
laboratory.  In  twenty-four  hours  a  culture  can  there  be 
made,  suspensions  of  bacteria  counted,  sterilized,  and  the 
vaccine  sent  returned  to  the  sender. 

Stock  of  vaccines  of  many  strains  of  streptococcus  mixed 
together,  as  well  as  stock  vaccines  of  other  bacteria,  are 
kept  in  the  laboratories,  or  they  may  be  obtained  direct 
from  accredited  agents  of  some  of  the  large  manufactures. 

The  best  results  with  vaccines  are  obtained  in  cases  of 
infection  with  the  following  bacteria,  in  the  order  named : 
Colon  bacillus,  pneumococcus,  staphylococcus. 

With  streptococcus,  results  are  disappointing  in  rapid 
and  virulent  infections  where  the  system  offers  little  resist- 
ance and  there  is  no  time  for  resistance  to  be  developed. 
In  less  severe  cases  streptococcus  vaccine  is  very  useful. 
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Vaccines  of  gonococcus  give  no  satisfactory  results  in 
acute  infections,  nor  is  it  possible  by  their  use  to  prevent 
the  infection  from  extending  to  the  Fallopian  tubes.  It 
is  not  yet  settled  in  how  far  such  vaccines  moderate  the 
violence  of  salpingitis  and  prevent  suppuration.  In  gon- 
orrheal arthritis  vaccines  appear  to  be  decidedly  beneficial, 
and  they  have  been  showu  to  be  very  useful  in  chronic 
vulvovaginitis  of  children. 

The  classes  of  cases  most  common  in  abdominal  surgery 
and  obstetrics  in  which  vaccines  are  useful  are :  Puerperal 
infections,  appendicitis,  abdominal  operations,  infections 
of  bladder  and  kidney,  postoperative  pneumonia,  and  post- 
operative fistula. 

Since  January,  1907,  I  have  records  of  something  over 
fifty  cases  of  the  use  of  vaccines  in  cases  which  I  have 
operated  or  treated  myself  or  seen  and  watched  in  consul- 
tation. !N^early  all  of  these  cases  were  infected  before  I 
saw  them,  and  this  is  true  of  all  the  puerperal  cases. 

The  rest  of  the  cases,  some  700  or  more,  which  I  have 
operated  on  during  that  time  have  required  no  vaccines, 
as  the  forces  of  nature  were  sufiicient.  to  insure  recovery. 
Vaccines,  nearly  always  autogenous,  were  used  in  the  fol- 
lowing 53  infections. 

Staphylococcus  pyogenes  aureus,  11:  slough  from  burn; 
excision  of  breast,  followed  by  streptococcus  for  subsequent 
erysipelas;  stitch  abscess;  urethrotomy  (male);  infected 
wound  of  lip;  abscess  of  wound;  infected  glands  of  neck; 
severe  impetigo  of  head  and  face;  sinus  to  carious  bone; 
myomectomy. 

Staphylococcus  pyogenes  aureus  and  Tuberculin  T.  R., 
2 :  sinus  after  nephrectomy  for  tuberculous  kidney ;  osteo- 
myelitis and  necrosis  of  tibia. 

Pneumococcus,  2 :  puerperal  infection  and  pneumonia ; 
pneumonia  after  appendectomy. 

Pneumococcus  and  strej^tococcus,  1 :  phlegmon  of  neck 
and  pneumonia. 
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Pneumococcus  and  colon  bacillus,  1 :  clironic  pyemia  and 
pneumonia. 

Bacillus  mucosus  capsulatus  (autogenous),  1:  appendec- 
tomy. 

Colon  bacillus,  16:  appendectomy,  4;  puerperal  infec- 
tion, 5  ;  fecal  fistula,  1 ;  pyosalpinx,  1 ;  cystitis,  1 ;  pyelitis, 
2 ;  orchitis,  2 ;  hematocele,  1. 

Colon  and  tuberculin  T.  R.,  1 :  multiple  ulcers  of  colon 
and  rectum. 

Colon  and  various  (autogenous),  2:  Cesarean  section; 
appendectomy. 

Colon  and  streptococcus,  5 :  appendectomy,  3 ;  salpingec- 
tomy, 2. 

Streptococcus,  7 :  puerperal  infection,  1 ;  myomectomy, 
1 ;  extraperitoneal  abscess  of  loin,  1 ;  osteomyelitis  of  foot, 
1 ;  empyema,  1 ;  infected  hand,  2. 

Streptococcus  and  tuberculin  T.  R.,  2 :  hysterectomy,  2. 

Pyocyaneus,  1 :  fecal  fistula  after  appendectomy. 

I  mention  these  various  cases  to  indicate  that  I  have  had 
sufficient  experience  in  the  use  of  vaccines  to  v^arrant  me 
in  expressing  an  opinion  as  to  their  efficacy.  After  all,  it 
is  only  by  continuous  and  careful  observation  of  cases,  by 
noting  the  fall  of  temperature,  the  amelioration  of  symp- 
toms, the  acceleration  of  recovery,  ensuing  on  the  use  of 
vaccines  that  an  appreciation  of  their  value  can  be  formed. 

In  watching  these  cases  I  have  been  thoroughly  con- 
vinced that  in  some  of  them  lives  were  saved,  and  in  most 
of  the  others  convalescence  was  promoted  and  shortened 
by  the  use  of  the  vaccines,  which  in  nearly  all  cases  were 
autogenous ;  i.  e.,  derived  from  the  patients  on  whom  they 
were  used. 

All  of  the  puerperal  cases  and  all  but  two  of  the  others 
were  infected  before  I  saw  them.  Of  the  eight  puerperal 
cases,  one  which  terminated  fatally  was  moribund  when 
first  seen.     Of  the  seven  which  recovered,  at  least  three 
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were  apparently  likely  to  die,  and  I  believe  that  without 
vaccines  they  would  not  have  recovered. 

In  two  laparotomies  very  grave  symptoms  on  the  second 
day  disappeared  at  once  on  the  administration  of  mixed 
streptococcus  and  colon  stock-vaccines. 

Two  cases  of  myomectomy  died,  however,  in  spite  of 
vaccines,  one  with  a  Staphylococcus  pyogenes  aureus  and 
one  with  a  streptococcic  infection.  There  were  also  two 
fatal  cases  of  appendectomy  in  presence  of  general  peri- 
tonitis; one  fatal  case  of  streptococcus  phlegmon  of  the 
deep  tissues  of  the  neck,  with  septic  pneumonia ;  one  fatal 
case  of  chronic  pyemia  with  pneumonia.  It  is  thus  clear 
that  in  vaccines  we  have  no  panacea,  no  cure-all,  but  merely 
a  very  valuable  addition  to  our  therapeutic  resources. 

On  the  other  hand,  in  none  of  these  cases  which  I  have 
watched,  and  in  no  others  of  which  I  have  any  knowledge, 
have  any  bad  symptoms  followed  the  use  of  vaccines,  nor 
has  any  harm  been  done  to  the  patient  by  their  adminis- 
tration. 

The  results  of  my  experience  may,  therefore,  be  briefly 
summed  up  as  follows:  Vaccines  are  useful  in  all  cases 
of  infection;  they  are  indispensable  in  cases  in  which  the 
natural  forces  fail  to  overcome  the  infection;  they  will 
turn  the  prognosis  from  bad  to  good  in  many  doubtful 
cases ;  they  will  not  work  miracles  nor  render  unnecessary 
the  use  of  other  approved  methods  of  treatment,  and  the 
application  of  general  surgical  principles. 

I  would  say,  further,  that  in  order  to  obtain  good  results, 
skilled  knowledge  and  zeal  on  the  part  of  hospital  assistants 
and  internes  are  requisite;  in  this  respect  I  have  been 
singidarly  fortunate.  I  have  to  thank  Dr.  Olga  Leary  and 
Dr.  Grace  Rochfort  for  carefully  and  zealously  carrying 
out  the  details  of  the  treatment ;  especially  I  have  to  thank 
Prof.    T.   Leary  for  his   advice  and  cooperation   in  the 
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use  of  vaccines  made  in  the  laboratories  of  the  medical 
department  of  Tufts  University. 

Case  I. — E.  L.,  June,  1907.  Four  years  ago  had 
operation  for  cyst  of  broad  ligament  and  appendix.  Com- 
plained at  that  time  of  pain  on  urination.  This  pain  con- 
tinued with  little  relief  from  treatment  up  to  last  March, 
when  she  had  an  attack  of  severe  pain  in  the  bladder,  with 
tenesmus  along  the  course  of  the  ureter  and  pain  over  the 
right  kidney.  Pus  cells  found  in  the  urine,  x-t&j  showed 
no  evidence  of  stone. 

June  17,  a  few  tubercle  bacilli  found  in  sediment  of 
urine.  Catheterization  of  left  ureter  showed  normal 
urine.  Stricture  of  right  ureter  prevented  passage  of 
catheter. 

June  23,  operation.  Curved  incision  over  right  flank; 
last  rib  very  long;  capsule  of  kidney  densely  adherent. 
Kidney  enucleated  from  capsule,  and  delivered  after 
resecting  two  inches  of  last  rib.  Five  inches  of  ureter 
removed;  ureter  was  contracted  but  not  apparently  dis- 
eased. Wound  closed,  leaving  rubber  and  gauze  drainage. 
Convalescence  satisfactory. 

July  1,  little  or  no  drainage;  some  rise  of  temperature. 
Tuberculin  T.  R.,  5  minims  every  second  day. 

July  10,  temperature  normal  in  morning. 

July  17,  began  to  have  free  purulent  drainage.  Wound 
opened  widely.  Pus  gave  pure  culture  of  Staphylococcus 
pyogenes  aureus;  autogenous  vaccine  used  daily. 

September  4,  discharged,  wound  nearly  closed.  Great 
gain  in  general  health  and  strength.  During  all  this  time 
the  patient  was  kept  outdoors  night  and  day,  and  continued 
to  live  in  this  way  after  returning  home.  She  is  now  per- 
fectly well. 

Case  II. — Mary  S.,  aged  thirty-six  years.  January  9, 
1907.     Last  April  she  began  to  have  severe  pain  in  leg. 
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worse  at  night.  I^o  fever.  Tenderness  about  ankle  and 
shin  bone. 

In  October  was  fitted  for  plates  for  supposed  falling 
arch  in  foot.     No  relief. 

iS^ovember  11,  at  another  hospital  leg  was  baked  during 
the  first  week.     No  relief. 

November  19,  had  an  operation,  incision  near  knee, 
bone  chiselled,  pocket  of  pus  found.    Much  relief. 

December  1,  ankle  began  to  swell;  pain  in  leg  and 
ankle.     Gradually  gi-owing  worse. 

January  9,  patient  came  under  my  charge,  and  was 
admitted  to  my  hospital.  Leg  much  swollen,  especially 
about  ankle.  Skin  brawny,  edematous,  tenderness  along 
tibia.  Wound  of  former  operation  discharging  and  sur- 
rounded with  exuberant  granulations.  Pus  showed  Staphy- 
lococcus pyogenes  aureus ;  autogenous  vaccine  made  and 
used  daily.  Fine  rales  over  front  of  right  lung  toward 
apex. 

January  10,  operation.  Incision  of  skin  over  tibia  from 
the  tubercle  of  the  tibia  to  the  lower  extremity  of  the  bone. 
Periosteum  divided  and  separated  from  the  greatly  en- 
larged bone;  bone  chiselled  and  gouged  out,  forming  a 
trough ;  one  large  round  cavity  found  near  internal  malleo- 
lus; a  second  in  the  middle  part  of  the  leg,  and  a  third 
near  the  site  of  former  operation;  all  necrotic  bone  re- 
moved; cavities  scraped  out;  bone  irrigated  with  II2O3 
solution;  bone  surface  swabbed  with  carbolic  acid,  95  per 
cent.,  followed  by  alcohol;  trough  packed  with  iodoform 
gauze. 

January  12,  packing  changed;  no  pus;  cavity  dry  and 
temperature  normal. 

January  15,  packing  removed;  cavity  dried  with 
alcohol  and  hot  air,  and  filled  with  a  mass  of  spermaceti 
six  parts,  iodoform  six  parts,  oil  of  sesame  six  parts ;  skin 
dra^vn  together  with  three  mattress  stitches. 

Gyn  Soc  14 
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January  18,  the  opsonic  index  being  found  low  in  regard 
to  tubercle  bacilli,  7^  minims  of  tuberclin  T.  R.  was  given 
from  now  on,  once  a  week,  alternating  with  Staphylococcus 
pyogenes  aureus  vaccine,  also  once  a  week,  so  that  the 
patient  got  a  dose  of  one  or  the  other  vaccine  every  third 
or  fourth  day. 

January  31,  the  edges  of  skin  were  freed  on  either  side 
and  the  skin  drawn  up  and  closed  over  the  bone,  leaving 
small  openings  at  the  ankle  and  knee,  through  which  the 
iodoform  was  gradually  extruded  as  the  trough  in  the 
bone  gradually  filled  up  with  graulation. 

March  6,  patient  discharged  in  good  condition;  contin- 
uing treatment  at  home,  and  eventually  recovered  full  use 
of  the  limbs,  and  relief  from  all  pulmonary  symptoms. 

Case  III. — Mrs.  A.  Child  born,  normal  delivery,  K'o- 
vember  1,  1907.  Two  days  after  delivery  began  to  have 
pains  in  lower  abdomen,  with  fever  and  chill.  Entered 
Cushing  Hospital  November  28;  temperature,  105°; 
tender  mass  low  down  in  pelvis ;  no  fluctuation ;  pulse,  120 ; 
severe  bronchitis;  profuse  expectoration;  complained  of 
pains  in  right  side  of  chest. 

November  30,  developed  pneumonia ;  temperature,  104° 
to  105°;  pulse,  140.  Apparently  will  die.  Digitalin; 
strychnine ;  douches ;  salt  solution  by  rectum ;  autogenous 
vaccine;  pneumococcus. 

December  7,  great  improvement  during  the  week.  Pneu- 
mococcus vaccine  continued. 

December  8,  temperature  101.8°  in  morning;  pulse, 
106  ;  sweating ;  stronger. 

December  10,  temperature  and  respiration  normal. 

December  25,  sitting  up.  Pelvic  mass  much  smaller; 
no  pain;  no  temperature. 

December  30,  went  home. 

Case  IV.— Charles  G.  February  12,  1909.  Opera- 
tion on  appendix;  chronic  appendicitis.  Appendix  re- 
moved; wound  closed. 
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February  13,  temperature  103°;  cough;  rusty  sputum; 
rales  and  bronchial  breathing  in  left  back.  Autogenous 
vaccine  cultivated  from  sputum  and  administered. 

February  17,  temperature  101° ;  coughing  less. 

February  19,  stitch  abscess  opened  and  drained;  lungs 
cleared  up. 

March  5,  discharged  well;  wound  fully  healed. 

Case  V. — Mrs.  B.  August  8,  1907.  Delivered  in 
afternoon  by  her  physician,  by  version,  of  dead  child; 
touched  herself  with  dirty  hands;  free  postpartum  hem- 
orrhage; packed;  tear  of  perineum  to  sphincter;  uterus 
above  umbilicus,  but  hard.  Hot,  strong  permanganated 
douche.  Temperature,  100° ;  pulse,  100 ;  permanganate 
douche  every  four  hours.  Perineum  covered  by  greenish 
slough;  temperature,  103°. 

August  10,  4  minims;  colon  bacillus;  autogenous  vac- 
cine. 

August  12,  4  minims  vaccine. 

August  14,  10  minims,  and  on  the  16,  12  minims  auto- 
genous vaccine  administered. 

August  16,  no  pus;  slight  afternoon  temperature; 
uterus  contracting,  and  perineum  looking  well. 

August  22,  discharged. 

Case  VI. — Mrs.  C.  McP.  Entered  hospital  June  8, 
1909.  Delivered  of  first  child  six  weeks  ago;  normal 
labor.  One  week  later  had  pain  in  abdomen,  chill,  head- 
ache, fever;  temperature  came  down,  but  later  went  up 
again,  with  more  chills.  On  entrance,  temperature 
102.5° ;  pulse,  106.  Heart  and  lungs  normal.  Bowels 
constipated.  Urine,  sp.  gr.  1022;  no  albumin;  no  sugar. 
Large  numbers  of  bacteria.  Cultures  of  urine  show  abun- 
dance of  colon  bacillus.  Cultures  from  uterus  show  one 
colony  of  colon  bacillus ;  no  uterine  discharge. 

June  12,  colon  vaccine,  autogenous,  sodium  phosphate, 
and  sulphate. 
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June  16,  temperature  normal;  vast  improvement  in 
general  condition.     Guinea-pig  inoculated  from  urine. 

July  3,  patient  discharged  well. 

August  15,  guinea-pig  shows  no  signs  of  tubercle  bacilli. 

Case  VII. — Mrs.  O.  C,  aged  twenty-eight  years.  En- 
tered hospital  July  28.  Miscarried  one  week  ago  at  two 
months.  Septic;  curettage.  Heart,  lungs,  and  urine 
normal. 

July  29,  curettage;  shreds  of  placenta  and  membranes 
removed.  Temperature,  102°  to  104° ;  pulse,  100  to  120. 
Autogenous  vaccine  containing  colon  bacillus  and  strep- 
tococcus made  from  uterine  discharge,  and  used. 

August  3,  mass  can  be  felt  on  right  side  of  pelvis. 
Patient  very  ill.  Brandy  and  strychnine  every  four  hours ; 
vaccine  continued. 

August  16,  patient  much  better;  mass  smaller;  less 
tender.  Temperature  nearly  normal.  Mass  appeared  to 
be  pointing  in  vagina. 

August  23,  mass  almost  entirely  disappeared;  tempera- 
ture normal. 

September  2,  discharged  well. 

Case  VIII. — C.  M.,  aged  twenty-six  years;  married. 
Labor  began  at  midnight,  January  31,  1908.  Forceps 
were  applied  under  ether  by  several  physicians;  delivery 
declared  impossible.  Entered  the  hospital  February  2. 
Pains  every  few  minutes.  Head  jammed  in  narrow  pelvis. 
Fetal  heart,  140;  mother's  pulse,  100.  Perineum  badly 
torn.  Vagina  and  cervix  were  disinfected,  and  forceps 
again  applied  under  ether.  Head  could  not  be  moved. 
The  abdomen  was  then  opened  and  a  Cesarean  section 
performed.  A  culture  had  been  taken  from  the  cervix 
through  the  vagina  and  another  was  taken  from  the  inte- 
rior of  the  uterus  through  the  wound.  Girl  of  eight 
pounds  was  delivered.  Its  neck  and  left  ear  were  much 
excoriated  by  forceps.     The  uterus  was  closed  with  inter- 
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rupted  catgut  sutures  in  the  muscle  and  continuous  catgut 
through  the  outer  layers  of  muscle  and  peritoneum.  Abdo- 
men closed  in  layers.  Perineum  repaired.  Cultures  bred 
from  the  specimens  taken  showed  colon  bacillus  and  strep- 
tococcus; vaccines  were  made  from  these. 

February  3,  evening  temperature,  103° ;  respiration, 
40  to  50;  very  rapid  pulse;  no  evidence  of  pneumonia. 
Autogenous  vaccines  used  every  eight  hours. 

February  4,  symptoms  better;  temperature  lower;  vac- 
cines continued. 

February  6,  free  vaginal  drainage  of  pus. 

February  8,  stitches  removed;  union  by  first  intention. 

February  10,  wound  opened  in  the  middle;  pus  dis- 
charge, apparently  coming  from  adherent  uterus. 

March  9,  patient  discharged;  nursing  her  baby;  both 
in  good  condition. 

Case  IX. — Mrs.  A.  C,  aged  twenty-seven  years ; 
mother  of  six  children;  last  one  week  old.  Admitted  on 
January  18,  1909.  History  showed  that  placenta  was 
delivered  by  Crede's  method;  instruments.  Fever  started 
three  days  previously;  has  been  up  to  105°.  Heart  and 
lungs  negative;  abdomen  tender;  uterus  half-way  between 
umbilicus  and  pubes. 

January  18,  curettage;  much  adherent  placenta  re- 
moved; cultures  show  no  growth.  Ordered  uterine 
douches,  with  alcohol;  uterus  packed  with  gauze  soaked 
in  alcohol,  and  kept  wet  with  alcohol  through  a  tube  in 
the  gauze.  Stock  colon  and  streptococcus  vaccines  used. 
Brandy  given  freely.  The  reason  why  cultures  showed 
no  growth  was  probably  because  an  antiseptic  douche  had 
been  given  just  before  the  patient  entered  the  hospital. 

January  20,  alcohol  douches  twice  daily;  colon  and 
streptococcic  vaccine  every  eight  hours.  Temperature 
varies  from  102°  to  104°. 
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January  30,  temperature  normal;  vaginal  douches  con- 
tinued; vaccines  omitted. 

February  11,  discharged  well. 

Case  X. — Mrs.  J.  R.,  aged  twenty-three  years; 
mother  of  three  children;  last  child  ten  days  old.  Ad- 
mitted May  3,  1909.  Fever  for  last  three  days.  Heart 
and  lungs  negative.  Operation ;  curettage ;  some  placental 
tissue  removed;  culture  shows  streptococcus  and  colon. 
Stock  vaccines  and  afterward  autogenous  vaccines  used. 

May  5,  patient  cyanotic;  breathing  very  labored. 

May  6,  pulse  135  to  140 ;  consolidation  of  right  lung. 

May  7,  patient  died  at  12.30  P.  M. 

Case  XI. — Mrs.  L.,  aged  twenty-three  years.  Admit- 
ted April  7,  1909.  Child  born  six  days  previously.  Tem- 
perature, 99.6°.  Uterus  curetted;  many  shreds  removed. 
Interuterine  douche;  permanganate  of  potash,  with 
alcohol. 

April  8,  culture  shows  streptococcus,  autogenous  vaccine 
given.  Interuterine  douches  ter.  in  die.  Stimulants, 
brandy  and  strychnine;  temperature,  104°  to  105  . 

April  12,  mass  in  left  side;  temperature  nearly  normal. 

April  14,  much  vaginal  discharge  and  pus;  mass  in 
side  of  pelvis  diminishing. 

April  20,  temperature  normal;  very  little  discharge. 

April  28,  discharged  in  good  condition. 


TKEATMENT  OF  PUERPERAL  SEPSIS. 

By  E.  E.  Montgomery,  A.M.,  M.D.,  LL.D., 

Philadelphia,  Pa. 


The  consideration  of  septic  infection  of  the  parturient 
woman  presents  problems  which  require  the  surgeon  to 
know  when  to  withhold,  as  well  as  employ,  the  knife  in 
their  solution.  The  first  aim  of  treatment  should  be  the 
preservation  of  life  with,  wherever  possible,  the  restora- 
tion of  function.  Kext  to  this  is  the  preservation  of  life 
regardless  of  function. 

It  is  a  self-evident  proposition  that  the  most  effective 
safeguard  against  the  baneful  influences  of  sepsis  is  the 
practice  of  such  measures  during  the  parturition  and  puer- 
perium  as  will  lessen  the  opportunities  for  its  production, 
but  such  measures  do  not  properly  enter  into  this  dis- 
cussion, for  their  careful  practice  would  obviate  the  neces- 
sity for  any  consideration  of  surgical  measures. 

In  the  face  of  febrile  disturbances  of  the  puerperal 
state,  the  first  consideration  must  be  the  determination 
that  the  condition  is  due  to  septic  infection.  The  absorp- 
tion of  toxic  products,  whether  from  decomposition  of 
portions  of  placenta,  membranes  or  blood  clot  retained 
within  the  uterus,  or  from  necrotic  tissue  enclosed  by 
suturing  the  pelvic  floor,  produces  alarming  symptoms 
demanding  prompt  attention.  Such  conditions  are  recog- 
nized as  due  to  the  products  of  the  microorganisms  pro- 
ducing decomposition  and  subside  with  the  removal  of  the 
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cause.  The  treatment  consists  in  the  removal  of  the  decom- 
posing material  from  the  uterus,  the  thorough  irrigation 
of  the  cavity  with  hot  salt  solutions,  the  removal  of  sutures 
where  necrotic  material  is  locked  up  and  packing  the 
cavity  with  an  antiseptic  gauze  to  insure  the  removal  of 
the  infected  material  by  drainage  and  the  exclusion  of 
further  absorption  of  toxin  products.  The  operator  need 
not  be  surprised  if  his  patient  manifests  a  marked  in- 
creased temperature  for  the  first  few  hours  after  such 
treatment,  probably  due  to  the  forced  entrance  of  a  large 
amount  of  the  toxin  material;  but  this  rapidly  subsides, 
and  the  subsequent  course  is  a  prompt  convalescence  unless 
the  infection  is  a  mixed  one.  The  chief  danger  of  this 
condition,  known  as  sapremia,  is  that  through  it  an  ex- 
cellent culture  material  is  afforded  for  the  development  of 
septic  germs  which  may  be  present.  In  several  instances 
I  have  seen  the  temperature  after  such  manipulation  reach 
106°  F.,  so  that  I  uniformly  caution  the  attendant  of 
such  a  possibility.  The  temperature  decreases  as  rapidly 
as  it  ascends,  and  the  following  day  will  likely  be  normal. 

The  mere  fact  that  a  woman  has  febrile  symptoms  asso- 
ciated with  the  puerperium  should  not  lead  to  the  diag- 
nosis of  sepsis,  for  there  are  other  infections  which  may 
be  responsible  therefor.  Among  such  are  typhoid, 
malaria,  influenza,  and  intestinal.  These  disturbances 
must  to  some  degree  modify  the  normal  course  of  invo- 
lution of  the  uterus.  The  condition  of  the  patient  must 
be  carefully  investigated  by  inspection  and  palpation  of 
the  abdomen  and  pelvis.  The  absence  of  local  manifesta- 
tions should  demand  a  microscopic  investigation  of  the 
blood,  for  septic  processes  are  associated  with  a  leuko- 
cytosis and  the  septic  organisms  may  be  found  in  the 
blood. 

The  suspicion  of  sepsis  being  confirmed,  the  course  of 
the  surgeon  must  very  often  still  be  a  tentative  one  and 
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largely  dependent  on  the  period  at  which  the  patient  comes 
under  observation.  Rarely  after  the  diagnosis  is  definitely 
determined  is  it  worth  while  to  resort  to  the  use  of  the 
curette.  The  infective  germs  very  rapidly  pass  beyond 
the  superficial  structures,  so  that  the  procedure  of  curet- 
ting is  ineffective  to  limit  the  progress.  Indeed,  the  entire 
removal  of  the  uterus  would  not  always  be  adequate,  so 
operative  procedure  should  be  delayed  until  it  is  evident 
that  there  exists  such  a  localization  as  shall  make  opera- 
tion effectual  in  arresting  further  baneful  progress. 

The  management  of  a  patient  during  this  period  need 
not  be  one  of  masterly  inactivity.  The  indications  will 
be  to  promote  elimination,  maintain  nutrition,  sustain 
strength,  and  establish  early  immunity  to  the  further 
development  of  the  microorganisms. 

The  employment  of  depressants  and  active  purgation 
would  be  contraindicated.  A  daily  evacuation  of  the 
bowels,  cold  sponging,  or  the  cold  pack  for  high  tempera- 
ture, systematic  feeding  with  nutriment  which  will  be 
easily  digested  and  in  such  quantities  as  can  be  properly 
assimilated,  continuous  instillation  of  salt  solution  per 
rectum,  are  among  the  measures  which  may  be  employed. 
Enlargement  and  tenderness  of  the  uterus  or  local  peri- 
tonitis indicate  the  employment  of  the  ice-bag  to  the 
abdomen.  During  this  period  aggravated  conditions 
should  be  counteracted  by  the  employment  of  vaccine  or 
serotherapy.  My  experience  has  been  confined  exclusively 
to  the  latter.  The  serum  should  be  given  to  produce  an 
immediate  effect  and  consequently  in  doses  from  10  to  20 
c.c.  of  the  serum,  according  to  the  apparent  virulence  of 
the  infection. 

My  first  employment  of  the  serum  dates  back  fourteen 
years,  when  I  treated  a  physician's  wife  for  three  weeks 
after  her  confinement  with  an  infection  which  was  asso- 
ciated with  a  continually  spreading  erysipelatous  blush. 
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beginning  at  the  vulva.  At  the  end  of  this  period,  when 
the  disorder  seemed  to  have  lost  none  of  its  virulence, 
daily  injections  of  10  c.c.  antistreptococcic  serum  were 
made.  The  improvement  was  immediate,  and  the  serum 
was  discontinued  after  the  third  injection.  The  recovery 
was  complete,  and  the  patient  has  since  given  birth  to  a 
child. 

The  results  of  serotherapy  are  not  always  so  satis- 
factory, as  not  infrequently  its  employment  has  been 
begun  too  late,  or  the  virulence  of  the  infection  is  so 
marked  that  the  best  result  to  be  obtained  will  be  a  local 
manifestation  of  the  poison  which  will  still  require  resort 
to  the  knife  for  the  safety  of  the  patient. 

The  following  history  seems  to  emphasize  this  asser- 
tion: Mrs.  S.,  aged  nineteen  years,  a  white  woman,  of 
American  birth,  was  admitted  to  Jefferson  Hospital  Jan- 
uary 25,  1910,  having  been  delivered  at  term  in  her  first 
pregnancy,  six  days  before  admission.  The  labor  had 
been  normal,  but  was  followed  three  days  later  by  chills, 
high  fever,  gastrointestinal  disturbance,  and  foul  bloody 
discharge.  The  cervix  was  dilated,  the  uterus  large  and 
tender,  but  no  indication  of  exudate  in  the  lateral  fornices. 
She  had  a  temperature  of  105°  F.,  which  under  cold  spong- 
ing was  reduced  to  101°. 

January  26,  the  temperature  was  105.1°  F.,  pulse  140. 
An  examination  of  the  blood  showed  erythrocytes  4,510,- 
000;  leukocytes,  16,000.  A  blood  culture  taken  on  en- 
trance was  reported  negative.  She  was  given  an  injection 
of  20  c.c.  antistreptococcic  serum,  following  a  careful 
irrigation  and  wiping  out  of  the  uterine  cavity,  which 
had  been  explored  by  the  finger  to  determine  the  possible 
presence  of  decomposing  products.  The  cavity  of  the 
uterus  was  packed  with  10  per  cent,  iodoform  gauze  wet 
with  a  25  per  cent,  solution  of  alcohol,  and  a  pad  wet 
with  50  per  cent,  alcohol  placed  over  the  vulva  and  covered 
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with  oiled  silk.  The  recovery  from  the  anesthetic  was 
followed  hy  continued  proctolysis,  and  an  ice-bag  was 
placed  to  her  head  and  another  over  the  abdomen.  The 
pulse  frequency  and  height  of  temperature  were  both 
reduced  following  the  injection,  the  latter  to  101.2°  F. 
Later,  when  the  temperature  again  reached  105°  F.  and 
pulse  140,  the  serum  was  repeated,  giving  10  c.c.  Two 
subsequent  doses  of  10  c.c.  each  of  the  serum  were  given, 
the  temperature  and  pulse  frequency  subsided,  and  the 
former  never  again  during  the  subsequent  stormy  conva- 
lescence exceeded  103°.  The  rectal  irrigation  was  so 
badly  borne  that  it  was  discontinued  after  the  second  day. 
Although  the  temperature  frequently  touched  normal,  the 
pulse  remained  abnormally  high.  After  February  4  both 
temperature  and  pulse  began  to  ascend,  showing  marked 
morning  and  evening  variations. 

February  11,  owing  to  considerable  exudate  about  the 
uterus,  associated  with  the  fluctuating  temperature  and 
pulse,  the  abdomen  was  opened  in  the  median  line,  and  a 
large  quantity  of  pus  found  in  the  abdomen.  The  intes- 
tines were  matted  together,  the  uterus,  tubes,  and  ovaries 
friable  and  infiltrated  with  pus,  as  were  also  the  broad 
ligaments.  The  uterus,  ovaries,  tubes,  and  appendix  were 
removed,  a  rope  of  iodoform  gauze  carried  up  into  the 
abdomen  and  brought  out  of  the  vagina,  and  the  abdominal 
wound  closed.  Fowler-Murphy  treatment  was  instituted. 
The  patient  had  a  stormy  progress,  her  condition  fre- 
quently appearing  desperate;  the  wound  became  infected 
and  separated,  requiring  to  be  united  by  a  mattress  suture 
at  a  later  date,  but  we  were  able  to  discharge  her  in  good 
health  by  the  middle  of  April.  While  the  serum  treatment 
was  introduced  too  late  to  prevent  destructive  suppuration, 
it  had  an  inhibitive  influence  on  the  virulent  progress  of 
the  disease. 

Localized  collections  of  pus  in  the  ovary,  the  tube,  or 
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the  uterus  should  be  considered  as  indications  for  opera- 
tive procedure.  Such  collections  when  associated  with 
high  temperature  or  marked  fluctuations  of  temperature, 
and  persistently  rapid  pulse  should  always  indicate, 
prompt  operation,  whether  the  leukocytosis  be  high  or  low. 
The  latter  may  indicate  that  nature  has  exhausted  her 
forces  and  given  up  the  struggle. 

The  operation  should  remove  as  little  tissue  as  is  con- 
sistent with  preservation  of  the  life  and  health  of  the 
patient.  Adhesions  binding  down  a  tube  and  ovary  on 
one  side  may  be  separated,  while  the  accumulation  of  pus 
will  necessitate  the  removal  of  the  appendages  of  the 
opposite  side. 

The  physician  should  never  regard  his  patient  conva- 
lescing from  sepsis  as  out  of  danger  so  long  as  the  pulse 
remains  persistently  rapid,  even  though  the  temperature 
does  not  rise  above  the  normal.  Such  frequency  is  an 
indication  of  a  slumbering  process  which  may  at  any 
moment  become  active.  It  is  generally  an  indication  of 
miliary  abscess  processes  in  the  uterine  sinuses.  Suppu- 
rative processes  in  the  uterus  are  indicated  by  the  usual 
constitutional  phenomena  of  suppuration,  with  persistence 
in  the  size  of  the  organ  and  marked  fixation  from  the 
presence  of  exudate  thrown  out  to  guard  the  peritoneum 
and  surrounding  structures  from  the  danger  of  the 
infection. 

Involvement  of  the  walls  of  the  uterus,  especially  in  the 
sinuses,  calls  for  resort  to  hysterectomy.  The  indications 
for  such  an  operation  should  be  the  continuation  of  fluctu- 
ating temperature,  frequent  pulse  rate,  a  large,  tender 
uterus,  more  or  less  fixed  in  the  pelvis  and  extending  into 
the  abdomen,  and  not  infrequently  the  possibility  of  appre- 
ciating by  conjoined  manipulation  points  of  lessened 
resistance  or  softening  in  the  mass.  As  the  adhesions  are 
generally  extensive  and  infiltration  of  the  broad  ligaments 
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with  pus  pockets  not  infrequent,  it  is  wise  in  such  cases 
always  to  leave  the  peritoneum  open  and  drain  with  gauze 
through  the  vagina.  Gauze  packing  holds  the  intestines 
out  of  the  pelvis  and  from  contact  with  the  infected  sur- 
faces, which  are  likely  to  insure  unfortunate  adhesions. 
It  promotes  the  more  speedy  elimination  of  the  infected 
clots  from  the  uterine  veins,  thus  lessening  further  absorp- 
tion. In  combination  with  the  Fowler-Murphy  treatment, 
it  promotes  the  drainage  and  irrigation  of  the  peritoneal 
cavity,  and  thus  facilitates  the  elimination  of  infectious 
products.  Masses  of  exudation  into  the  pelvic  cellular 
tissue  may  not  infrequently  be  opened  through  the  vagina 
and  the  disappearance  of  the  accumulation  promoted  by 
gauze  packing. 

Extensive  peritoneal  exudate  entirely  surrounding  the 
uterus  and  fixing  it  and  the  appendages  may  be  entirely 
absorbed  and  the  patient  restored  with  functionating 
organs  by  rest,  regulation  of  the  diet,  moderate  depletion 
and  the  judicious  use  of  improvised  carbonic  acid  baths. 
The  constant  course  of  the  surgeon  should  be  one  of 
watchfulness,  utilizing  every  force  at  his  command,  to 
conserve  the  functions  of  the  patient  yet  to  proceed  un- 
hesitatingly to  the  most  radical  measures  when  such  seem 
necessary  to  the  preservation  of  life. 


DISCUSSION. 


Dr.  a.  Lapthorn  Smith. — I  would  like  to  say  a  few 
words  on  this  paper.  I  see  a  great  many  cases  of  puerperal 
septicemia,  so-called,  that  are  not  that  at  all,  and  I  believe 
we  are  very  near  the  point  of  a  procedure  where  it  will  be 
the  rule  in  serious  cases,  of  what  are  supposed  to  be  instances 
of  puerperal  septicemia,  to  open  the  abdomen  and  see  what 
the  condition  is,  and  after  we  have  removed  the  gangrenous 
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appendix  or  ruptured  pus  tube,  to  put  a  large  drainage  tube  in 
and  bring  it  out  through  the  vagina.  We  will  then  put  the 
patient  in  the  Fowler  position  and  drain.  This  conclusion 
has  come  to  me  for  several  reasons.  During  the  last  twenty- 
five  years  I  have  lost  no  case  of  puerperal  fever  in  my  own 
practice.  I  have  had  no  deaths,  except  in  two  instances,  from 
eclampsia.  I  attribute  this  to  several  reasons,  and  they 
may  be  summed  up  in  a  word,  really.  Our  grand  old  man, 
Sir  William  Kingston,  taught  me  twenty-five  years  ago  never 
to  allow  a  bedpan  in  the  house  where  a  confinement  was 
going  on.  Since  that  time  I  have  never  allowed  a  woman  to 
sit  on  a  bedpan  after  confinement.  They  sit  up  to  pass 
water  and  to  empty  the  bowels.  They  pass  water  four  or 
five  times  a  day,  and  in  this  way  they  empty  the  clots  in 
the  vagina  which  are  culture  media  for  bacterial  growth. 

During  the  last  two  or  three  years  I  have  been  called 
to  see  cases  that  were  attended  by  very  careful  men,  and  I 
was  convinced  that  nothing  they  did  or  had  left  undone  was 
the  cause  of  the  trouble.  On  close  inquiry  I  found  that 
these  patients  gave  a  history  of  chronic  appendicitis.  Several 
years  before  one  had  been  sent  to  the  hospital  but  was  too 
dangerously  ill  for  operation,  while  another  had  an  attack 
during  a  former  pregnancy.  However,  both  of  these  women 
were  taken  at  once  to  the  hospital  and  were  operated  on. 
I  found  a  gangrenous  appendix  in  each  case,  removed  it,  put 
in  a  drainage  tube,  put  the  women  in  the  Fowler  position, 
and  both  of  them  recovered. 


WHEN  SHALL  WE  OPERATE  11^  PUERPERAL 
SEPTIC  INFECTION? 


By  John  Osboen  Polak.  M.Sc,  M.D., 
Brooklyn,  ISf.  Y. 


With  the  perfection  of  asepsis,  as  carried  out  in  the 
well-managed  maternity  hospital,  there  is  little  or  no  infec- 
tion following  normal  or  operative  labors.  In  private  prac- 
tice, however,  owing  to  the  fact  that  delivery  is  rapidly 
becoming  a  pathological  phenomenon,  and  that  obstetric 
dystocia  is  increasing  to  a  marked  degree,  which  fre- 
quently necessitates  operative  intervention  by  the 
unskilled,  and  those  who  practice  an  imperfect  aseptic 
technic,  the  number  of  puerperal  septic  infections  in  the 
last  few  years  has  become  greater  than  was  seen  a  decade 
ago,  when  more  was  left  to  nature. 

The  infections  which  we  now  see  have  a  lower  mor- 
tality, owing  to  a  better  knowledge  of  the  pathology,  and 
our  improved  methods  of  treatment.  On  the  other  hand, 
the  morbidity  has  decidedly  increased,  and  this  I  believe 
to  be  largely  due  to  the  direct  influence  of  some  gyneco- 
logical teachers  who  have  advocated  some  form  of  surgical 
intervention  as  a  routine  practice  in  the  treatment  of 
puerperal  septic  infection.  In  my  last  100  cases,  sixty- 
three  patients  have  been  curetted  one  or  more  times  before 
admission  to  the  hospital. 

In  this  brief  report,  which  is  based  upon  a  clinical  study 
of  200  consecutive  cases  of  puerperal  sepsis,  occurring  in 
my  gynecological  services,  it  will  be  my  purpose  to  outline 
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the  class  of  cases  in  which  surgery  has  given  a  satisfactory 
result. 

The  pathological  types  of  infections  which  have  been 
observed  in  my  clinics  are,  first,  the  infections  of  small 
lacerations  and  abrasions  about  the  vulvovaginal  orifice 
and  vagina,  which  become  infected  by  the  cocci  present 
in  the  lochia,  and  undergo  an  inflammatory  reaction,  and 
are  transformed  into  puerperal  ulcers,  the  bases  of  which 
may  be  covered  by  a  dirty  yellow,  gray,  fibrinous  exudate ; 
this  exudate  is  firmly  adherent  to  the  underlying  struc- 
tures, and  bleeding  is  produced  by  an  attempt  at  its 
removal.  These  ulcers  may  extend  and  involve  the  entire 
mucous  membrane  of  the  vagina,  causing  it  to  slough  out 
in  pieces,  with  the  resulting  gTanulating  cicatrices,  which 
may  produce  either  fistulae  or  atresia. 

Active  therapy,  aside  from  the  maintenance  of  clean- 
liness, which  may  be  secured  by  saline  irrigation,  is  apt  to 
interfere  with  the  development  of  the  granulation  wall  of 
leukocytes,  which  is  distinctly  protective  in  this  form  of 
puerperal  ulcer.  It  was  formerly  our  custom  to  cauterize 
these  areas  with  pure  carbolic  acid,  or  equal  parts  of  car- 
bolic acid  and  iodine,  but  the  results  have  not  justified  a 
further  continuance  of  this  practice. 

The  second  form  is  where  the  primary  focus  originates 
in  the  uterus  as  a  putrefactive  sepsis.  The  entire  contents 
of  the  uterus,  blood  clots,  decidua,  and  portions  of  pla- 
cental tissue  may  become  the  feeding  ground  for  the  devel- 
opment of  the  saprophytes  and  cocci  introduced  from 
below.  The  placental  site  is  the  area  of  least  resistance, 
hence  the  frequency  of  phlebitic  and  thrombotic  extensions. 
The  natural  protection  to  this  infected  focus  is  the  forma- 
tion of  the  granulation  wall  of  leukocytes,  or  the  "Leuko- 
cytic wall  of  Bumm,"  associated  with  a  small  tissue-cell 
infiltration,  which  protects  the  organ  against  the  attacking 
organism.     This  wall  of  Bumm  is  more  definite  the  lower 
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and  less  virulent  the  type  of  the  infecting  organism,  and 
not  so  well  defined  when  the  organism  is  actively  virulent, 
and  may  be  absent  when  the  streptococcus  is  of  hemolytic 
activity.  Such  a  coccus  may  enter  the  tissues  of  the 
placental  site  within  a  few  minutes  after  its  implantation, 
and  can  be  found  in  the  blood  within  a  few  hours.  No 
amount  of  intra-uterine  instrumentation  or  douching  can 
catch  germs  of  such  activity. 

Putrid  endometritis  may  extend  into  the  muscle  and 
produce  a  septic  metritis  or  intramural  abscess,  or  along 
the  veins  and  produce  a  thrombophlebitis,  with  local  or 
remote  foci,  or  a  bacteriemia,  or  through  the  lymphatics  to 
the  parametrium,  infecting  the  cellular  tissue  within  the 
folds  of  the  broad  ligaments,  with  resulting  exudates  of 
varying  sizes,  which  may  distend,  shorten  or  thicken  the 
ligament  to  such  an  extent  as  to  produce  marked  lateral 
displacement  of  the  uterus ;  or  the  cocci  may  travel  through 
the  lymphatics  to  the  peritoneum,  exciting  a  local  or  gen- 
eral peritoneal  inflammation,  depending  on  the  virulence 
of  the  infection,  and  the  resistant  receptivity  of  the  soil 
into  which  it  is  introduced. 

As  long  as  the  phagocytes  and  antitoxins  are  able  to 
overcome  the  invading  organism  by  exudative  limitation 
and  localized  suppuration,  just  so  long  is  the  process 
limited  and  amenable  to  surgical  aid.  When,  however, 
the  natural  protection  of  the  human  organism  has  been 
impaired  by  hemorrhage,  trauma,  exhaustion,  previous  ill 
health,  or  the  virulence  of  the  infecting  cocci  is  increased, 
there  is  a  general  dissemination  of  toxins  throughout  the 
body,  and  bacteriemia  supervenes,  or  when  the  blood  is  the 
carrier  of  infected  material  to  distant  parts  of  the  body 
and  remote  foci  develop,  it  is  pyemia. 

In  studying  the  200  cases  which  make  the  basis  of  this 
report,  I  have  been  impressed  with  the  difference  in 
the  mortality  and  morbidity  of  those  patients  who  entered 
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the  hospital  before  any  surgical  treatment  has  been 
instituted  on  the  outside,  and  in  those  who  had  been 
subjected  to  a  curettage  or  other  form  of  intra-uterine 
manipulation  before  their  admission.  In  the  former,  para- 
metric or  peritoneal  complications  were  but  seldom  noted, 
while  in  the  latter  (77  in  all)  63  of  whom  had  been 
curetted  one  or  more  times,  peritonitic  and  parametric 
exudates  were  present  or  developed  shortly  after  admbsion 
in  72  of  the  women  observed.  This  but  emphasizes  a  fact 
known  to  us  all — i.  e.,  that  any  intrapelvic  or  intra-uterine 
manipulation  made  during  the  acute  stage  of  a  puerperal 
sepsis  always  hreahs  down  and  disturbs  nature's  protective 
harrier,  and  permits  the  dissemination  of  the  infection 
through  freshly  abraded  or  penetrated  surfaces. 

It  is  a  common  fallacy  for  physicians  to  classify  all 
forms  of  fever  postpartum  under  the  one  head — that  of 
sepsis.  The  pathology  differs  in  the  particular  case,  and 
the  treatment  should  depend  on  the  clinical  and  bacteri- 
logical  diagnosis. 

In  order  to  make  the  differential  diagnosis  it  is  our 
custom  on  admission  to  the  hospital  to  subject  each  patient 
to  the  following  examination :  After  taking  the  pulse  and 
temperature,  noting  the  condition  of  the  tongue,  the  heart, 
the  lungs,  the  distension  of  the  abdomen,  its  tension,  the 
height  of  the  fundus,  and  any  point  or  points  of  localized 
tenderness,  a  complete  blood  count  and  a  blood  culture  is 
made.  The  vulva  and  vagina  are  then  thoroughly  cleansed 
and  inspected  for  injury  or  local  infection.  The  bladder 
is  emptied  and  a  careful  pelvic  examination  proceeded 
with,  in  order  to  determine  the  condition  of  the  cervix, 
the  degree  of  its  patulousness,  the  height,  contraction  and 
retraction  of  the  uterus,  the  mobility  of  the  uterus,  the 
condition  of  the  parametrium,  and,  finally,  the  condition 
of  the  interior  of  the  uterus.  It  is  needless  to  say  that  a 
well  contracted  uterus  with  a  closed  cervix  is  not  entered. 
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This  examination  is  performed  under  the  strictest 
asepsis,  and  the  intra-uterine  explorations  made  with  the 
gloved  hand.  If  placental  tissue,  secundines  or  blood  clots 
are  found  in  the  uterus,  they  are  removed  with  the  finger 
or  the  Ward  placental  forceps.  The  uterine  cavity  is  then 
firmly  packed  with  sterile  gauze,  soaked  in  pure  tincture 
of  iodine,  the  excess  of  iodine  having  been  squeezed  out, 
and  the  burning  about  the  cervix  and  vagina  is  neutralized 
and  controlled  by  alcohol.  This  pack  is  left  in  the  uterus 
for  thirty  minutes,  when  it  is  withdrawn,  and  no  further 
intra-uterine  instrumentation  or  medication  is  resorted  to. 
If,  on  the  other  hand,  the  cervix  is  open,  but  the  uterus  is 
found  to  be  empty  and  well  contracted,  and  the  endome- 
trium smooth,  the  digital  exploration  is  followed  by  one 
single  intra-uterine  douche  of  normal  salt  solution.  The 
patient  is  then  put  in  a  high  Fowler  position,  and  an  ice- 
bag  or  ice-bags  placed  directly  over  the  uterus  within  the 
abdominal  binder,  and  ergot  or  ergotole  freely  given  to 
maintain  firm  uterine  contraction  and  retraction,  and  thus 
minimize  further  bacterial  invasion  through  a  relaxed 
organ. 

Cathartics  are  avoided  and  the  bowels  emptied  by  re- 
peated enemata.  The  abdominal  distension  is  controlled 
with  lavage,  enemata,  and  the  restriction  of  diet.  The 
kidney  secretion  is  maintained  by  the  Murphy  drip  or 
saline  enemata.  The  blood  examination  and  the  blood 
culture   now  determines  our  further  procedure. 

If  the  blood  stream  is  sterile,  and  the  leukocytes  show 
resistance  to  the  infection  by  their  relative  increase  the 
prognosis  is  favorable,  it  matters  not  what  form  of  cocci 
are  found  in  the  uterine  cavity.  If,  on  the  other  hand, 
streptococci  are  demonstrated  in  the  blood,  the  leukocyte 
count  low,  with  the  polynuclear  percentage  high,  a  marked 
general  intoxication  is  indicated.  A  low  white-cell  count 
in  the  presence  of  marked  general  symptoms  suggests  a  bad 
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prognosis.  Vaccines  were  used  in  seven  patients,  in  whom 
pure  streptococci  could  be  demonstrated  in  the  blood.  The 
effect  was  not  marked,  though  it  was  noted  that  the  more 
attenuated  the  streptococci  the  more  certain  the  reaction 
from  vaccine.  Stock  vaccine  had  little  or  no  effect.  The 
competence  of  nature  in  combating  the  infection  was  shown 
clinically  by  the  fact  that  the  temperature  dropped  and 
the  pulse  began  to  improve  as  soon  as  the  local  peritonitic 
or  parametric  exudates  developed.  The  blood  picture  cor- 
responded to  this  clinical  evidence. 

In  the  72  extensive  exudates  in  this  series,  suppu- 
ration was  a  late  result,  the  earliest  abscess  occurring 
on  the  nineteenth  day,  the  latest  on  the  eighty-second  day. 
Suppuration  was  evidenced  in  each  instance,  not  only 
clinically,  by  the  continued  elevation  of  temperature  and 
pulse,  and  the  increased  tenderness,  size  and  tension  of 
the  mass,  but  by  the  relative  increase  of  the  polynuclear 
percentage,  and  the  drop  in  the  leukocyte  count.  Three 
of  these  seven  cases  were  opened  by  an  extraperitoneal 
incision  above  Poupart's  ligament.  Four  were  opened  by 
vaginal  section.  Sixty-five  exudates  completely  absorbed 
under  the  influence  of  time,  rest  and  dry  heat,  as  employed 
by  Gellhorn. 

The  small  percentage  of  interference  is  a  result  of  our 
experience,  which  has  taught  us  never  to  disturb  a  local 
focus  postpartum  as  long  as  the  patient  shows  improve- 
ment, unless  there  is  definite  evidence  of  a  localized  collec- 
tion of  pus.  None  of  these  exudates  were  baked  until  the 
acute  process  was  in  abeyance.  The  general  condition  of 
the  patient  bore  a  direct  relation  to  the  rapidity  with 
which  the  exudate  was  absorbed.  The  absorption  was 
tedious  when  the  anemia  was  marked,  rapid  when  the 
blood  state  was  resistant.  Open-air  treatment  aided  mate- 
rially in  raising  the  red-cell  count,  and  in  hastening  the 
convalescence. 
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Five  cases  of  ruptured  uterus  are  included  in  this  study. 
Three  of  these  patients  had  been  packed  in  dirty  tenements 
for  the  control  of  hemorrhage  before  admission  to  the 
hospital,  and  were  therefore  classed  as  septic,  and  the 
radical  operation  performed.  One  had  an  instrumental 
perforation  of  the  uterus,  following  futile  attempts  on  four 
successive  days  to  evacuate  it  by  curettage  and  forceps  of  a 
six  month's  fetus  and  its  membranes.  The  first  and  fourth 
were  profoundly  septic  when  admitted.  Both  died,  one 
three  days  after  hysterectomy,  and  the  other  on  the  operat- 
ing table  after  extirpating  a  lacerated  and  septic  uterus, 
as  the  abdominal  wound  was  being  closed.  The  second, 
third,  and  fifth  cases  made  complete  recoveries,  though 
the  convalescence  was  stormy  and  complicated  by  an  em- 
bolic pneumonia  and  phlebitic  changes. 

The  third  death  in  this  series  was  that  of  a  woman 
admitted  in  extremis,  suffering  from  septic  purulent  peri- 
tonitis following  criminal  abortion.  The  abdomen  was 
promptly  opened  under  cocaine  anesthesia,  and  several 
quarts  of  pus  evacuated.  The  peritoneal  cavity  was 
drained  with  large  rubber  tubes  placed  in  the  pelvis.  She 
died  fourteen  hours  later.  The  fourth  fatal  case  was  also 
admitted  in  extremis,  and  died  a  few  hours  after  a  Pryor 
operation,  the  indications  for  which  will  be  cited  later. 
Two  other  fatalities  are  recorded.  One  woman  died  from 
acute  gastric  dilatation  fifty-two  days  after  her  confine- 
ment, and  eight  days  after  an  abdominal  exploration  and 
vaginal  drainage  of  a  right  ligamentous  pus  collection. 
Another  succumbed  to  septic  endocarditis  and  general  bac- 
teriemia  forty-seven  days  after  confinement.  Streptococci 
were  repeatedly  demonstrated  in  the  blood,  and  the  vaccine 
and  supportive  treatment  failed  to  limit  the  disease.  She 
was  admitted  on  the  seventh  day  postpartum.  Two  curet- 
tings  had  been  done  by  local  physicians.  Six  fatalities 
occurred  in  two  hundred  consecutive  septic  admissions. 
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The  Pryor  operation  or  isolation  of  the  uterus  and  pelvic 
peritoneal  cavity,  from  the  general  peritoneal  cavity,  by 
the  interposition  of  gauze  rolls  has  been  a  procedure  re- 
served as  only  appropriate  in  postabortal  sepsis;  not  post- 
partum peritonitis.  The  writer's  former  experiences  v^ith 
this  method  in  peritoneal  infections  at  term  has  given 
nothing  but  unsatisfactory  results.  In  this  series  it  has 
been  used  twelve  times  in  the  treatment  of  peritonitis 
following  septic  abortion,  and  has,  as  claimed  by  its  orig- 
inator, limited  the  infection  to  the  pelvis.  This  we  believe 
to  be  due  to  the  fact  that  in  abortions  it  is  possible  to  shut 
oil  the  lesser  pelvis  by  introducing  gauze  rolls  to  the  level 
of  the  brim.  The  sigmoid  then  falls  across  the  brim,  above 
the  isolating  gauze,  and  completes  the  separating  barrier. 
This  has  been  shown  many  times  on  the  operating  table 
when  a  subsequent  celiotomy  has  been  made,  after  isolation 
of  the  uterus  has  been  practiced.  On  the  other  hand, 
when  the  womb  is  large,  with  its  fundus  above  the  brim 
of  the  pelvis,  isolation  is  impracticable. 

A  brief  summary  of  the  class  of  cases  making  up  this 
report  will  give  some  conception  of  the  types  under  dis- 
cussion. Putrid  endometritis  or  sapremia,  uncomplicated 
by  parametric  or  peritonitic  lesions,  was  recorded  forty-six 
times.  The  local  symptoms  determined  the  necessity  for 
intervention.  When  the  lochia  was  profuse,  dark,  and 
fetid,  and  the  cervix  was  open,  the  uterine  cavity  was 
digitally  explored,  its  contents  emptied  with  the  finger  or 
forceps,  and  the  uterus  packed  for  thirty  minutes  with 
iodine-soaked  gauze.  ISTo  further  local  treatment  was  ever 
employed.  Postural  drainage  was  insisted  upon,  and 
liberal  doses  of  ergot  given.  All  of  the  patients  in  this 
class  recovered. 

Lymphatic  Exudates.  Intra-  and  extraperitoneal  exu- 
dates occurred  in  72  patients.  As  stated  before,  63  of 
these  women  had  been  subject  to  one  or  more  curettings 
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before  admission  to  the  hospital,  consequently  we  have 
come  to  consider  exudative  peritonitis  as  a  sequel  of  un- 
treated or  badly  treated  puerj)eral  endometritis,  a  later 
stage  of  the  infective  process,  an  effort  of  nature  to  localize 
and  circumscribe  the  invader.  Only  7  of  these  exudates 
terminated  in  suppuration. 

When  a  patient  is  admitted  with  a  pelvic  or  abdominal 
exudative  mass  the  extent  of  the  mass  is  carefully  mapped 
out  and  penciled  on  the  abdominal  wall  if  the  tumor  rises 
out  of  the  pelvis ;  the  temperature  and  pulse  are  recorded, 
and  a  white-cell  and  polynuclear  count  made.  The  blood 
examination  is  repeated  every  day  until  the  symptoms 
show  progression  or  improvement.  N^o  mass  suppurated  in 
which  the  patient's  blood  count  showed  more  than  20,000 
leukocytes,  and  a  polynuclear  count  of  below  82  per 
cent.  Suppuration  manifested  itself  by  increased  size, 
tenderness,  and  tension  of  the  tumor,  a  rising  polynuclear 
percentage,  and  continued  elevation  of  temperature.  Ab- 
dominal pain  was  a  constant  attendant.  Pus  formation 
was  always  a  late  complication.  No  mortality  is  recorded 
in  this  class. 

Pelvic  cellulitis  or  infection  of  the  cellular  tissue  in 
the  broad  ligaments  and  in  the  uterovesical  fold  was  noted 
sixteen  times.  All  of  these  women  had  extensive  cervical 
lacerations,  which  had  opened  an  avenue  for  the  invasion. 
The  uterus  was  fixed  and  displaced  in  the  pelvis  by  the  in- 
duration which  was  present  in  one  or  the  other  broad 
ligament.  The  left  ligament  was  the  seat  of  the  process 
eleven  times,  while  the  right  ligament  was  involved  but 
five.  The  same  care  and  observation  was  made  in  this 
class  of  cases  as  was  made  in  the  peritoneal  exudate  class. 
In  only  one  of  these  women  did  suppuration  occur,  and  this 
case  resulted  fatally.  Fifteen  resolved  leaving  a  shortened 
and  thickened  ligament,  deflecting  the  uterus  to  one  or  the 


232  PUERPERAL  SEPTIC  INFECTION 

other  side  of  the  pelvis.    The  convalescence  took  from  four 
to  eight  weeks. 

Seventeen  cases  of  streptocicci  septicemia  and  ten  cases 
of  bacteriemia  have  afforded  a  most  interesting  study.  The 
blood  culture  made  the  diagnosis  positive.  The  strepto- 
coccus was  demonstrated  in  the  blood  of  seventeen  women, 
and  a  mixed  infection  was  found  in  the  blood  of  ten.  In 
all  the  uterus  was  empty  and  well  contracted,  and  a  puru- 
lent or  sanguinopurulent  uterine  discharge  was  present. 
Marked  prostration,  with  temperature  varying  from  102 
to  106.2°  was  evident.  The  pulse  was  relatively  high, 
110  to  158.  A  rapid  destruction  of  red  cells,  a  diminution 
in  the  hemoglobin  percentage,  and  very  little  white-cell 
resistance  was  the  characteristic  blood  picture.  But  one 
fatality  occurred.  This  patient  died  of  a  septic  endocar- 
ditis. The  treatment  was  supportive,  fresh  air,  a  nutri- 
tious liquid  diet,  the  copious  ingestion  of  water  and  saline 
solution  by  hypodermocylsis  and  enteroclysis,  and  ascend- 
ing doses  of  Zamboletti's  solution  of  the  arsenate  of  iron 
hypodermically,  helped  to  effect  nature's  resistance.  Po- 
tassium citrate  was  given  in  large  doses  to  maintain  the 
alkalinity  of  the  blood,  and  the  necessary  stimulation  was 
attained  with  strychnine  and  alcohol.  !N^o  local  nor  opera- 
tive treatment  was  employed,  for  when  the  organisms  are 
found  in  the  blood  they  have  passed  beyond  the  reach  of 
surgical  attack,  and  must  be  met  by  increasing  the  blood 
resistance. 

The  5  cases  of  rupture  of  the  uterus  have  already  been 
mentioned  in  referring  to  the  mortality  of  this  series,  so 
no  further  reference  need  be  made  here.  Two  patients 
suffering  from  true  pyemia  with  multiple  foci  were 
admitted.  One  was  postabortal,  the  other  postpartum. 
Both  complained  of  severe  joint  pain  in  the  knees,  elbows, 
and  shoulders.  The  temperature  ranged  from  101°  to 
104.5°;  chills  or  chilliness  occurred  several  times  a  day, 
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followed  by  exacerbations  of  temperature.  The  cardiac, 
pulmonary,  abdominal,  and  pelvic  examinations  showed 
nothing  except  a  slight  thickening  of  the  left  broad  liga- 
ment. Pus  foci  developed  just  above  the  left  elbow, in  the 
right  calf,  on  the  inner  side  of  the  left  knee,  and  at  the 
left  ankle.  These  abscesses  were  incised,  drained,  and 
cupped.  One  patient  developed  two  purulent  foci  in  her 
right  lung,  which  cleared  up  under  appropriate  treatment. 
Kepeated  blood  examinations  failed  to  show  any  but  atten- 
uated cocci.  This  patient  was  repeatedly  inoculated  with 
stock  vaccine  without  success.     Both  cases  recovered. 

Twelve  patients  were  admitted  with  pelvic  peritonitis 
from  postabortal  infections.  Ten  had  been  curretted 
before  entering  the  hospital,  and  two  had  the  uterus 
emptied  after  their  admission.  In  seven  the  uterus  was 
found  retroflexed  or  retroverted,  which  impaired  the 
uterine  discharge.  The  temperature  ranged  from  102°  to 
105°.  The  polynuclear  percentage  was  above  86,  and  the 
local  pelvic  exudate  was  exquisitely  sensitive  to  pressure. 
A  free  cul-de-sac  incision  was  made,  and  after  freeing  the 
posterior  adhesions  isolation  of  the  uterus  and  pelvic  peri- 
toneum was  accomplished  by  the  introduction  of  rolls  of 
gauze.  These  rolls  were  spread  out  back  of  the  uterus, 
from  pelvic  wall  to  pelvic  wall.  A  marked  temperature 
reaction  always  followed  within  twelve  hours,  which 
dropped  again  in  the  next  twenty-four  hours.  A  high 
Fowler  position,  and  an  ice-bag  over  the  hypogastrium 
completed  the  treatment.  The  gauze  was  left  in  position 
for  from  five  to  eight  days,  when  it  was  removed  and  not 
replaced.  All  of  these  patients  recovered.  This  procedure 
we  believe  to  be  specially  indicated  in  postabortal  septic 
peritonitis,  when  the  uterus  is  retrodisplaced,  as  in  no 
other  way  can  the  uterus  and  pelvis  be  drained.  Two  of 
these  women  have  been  subsequently  celiotomized,  and  the 
writer  has  been  impressed  with  the  absorptive  power  of 
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nature  and  time,  as  the  pelvis  of  each,  was  found  practically 
free  from,  adhesions.  Eight  of  the  patients  with  pelvic 
abscesses  had  had  incomplete  abortions.  In  only  three 
could  a  gonorrheal  history  be  elicited.  Two  followed 
Cesarean  section.  These  women  had  been  placed  in  the 
Fowler  position  immediately  after  the  operation  to  favor 
uterine  drainage.  This  also  favored  the  accumulation  of 
blood  in  the  cul-de-sac,  which  became  infected  by  the  colon 
bacillus,  with  a  resulting  abscess.  Only  one  pelvic  abscess 
was  postpartum.  This  patient  had  had  several  intra- 
uterine irrigations  before  admission.  All  were  freely 
opened  and  drained  through  the  vagina,  and  all  recovered 
promptly  after  the  pus  was  evacuated. 

Five  cases  of  uterine  and  femoral  thrombophlebitis  were 
observed.  This  was  a  late  complication,  and  presented  a 
definite  clinical  picture  before  the  thrombosis  extended  to 
the  thigh  and  leg.  The  temperature  remained  high  and 
irregular,  the  involution  of  the  uterus  seemed  to  progress 
at  a  normal  rate,  but  the  pulse  remained  persistently  rapid. 
The  pelvic  examination  was  negative,  except  for  the  pres- 
ence of  a  slight  thickening  and  sensitiveness  of  the  left 
broad  ligament.  Any  manipulation  of  the  uterus  was 
always  followed  by  an  exacerbation  of  temperature, 
metrorrhagia  was  persistent,  after  the  red  lochia  should 
have  ceased,  and  was  always  increased  by  the  pelvic  exam- 
ination. A  phlegmasia  alba  dolens  developed  in  each  of 
these  women,  and  in  one  a  perifemoral  phlebitis  developed, 
producing  a  dissecting  abscess  behind  the  parietal  perito- 
neum, which  extended  along  the  femoral  to  the  saphenous 
opening.  This  was  drained  by  incisions  above  and  below 
Poupart's  ligament.     The  convalescence  was  protracted. 

Of  the  3  cases  of  septic  purulent'  peritonitis,  1  died 
fourteen  hours  after  abdominal  section  and  drainage,  and 
2  recovered.  These  two  women  had  been  confined  four 
and  five  days,  respectively,  before  admission,  and  were 
operated  immediately.     There  was  extreme  distension  of 
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the  abdomen,  intestinal  paresis,  a  rapid  running  pulse, 
rectal  temperature  of  103°,  great  general  prostration,  a  low 
leukocyte  count,  and  a  high  poljnuclear  percentage,  and 
dullness  in  the  flanks.  The  pelvic  findings  were  negative. 
The  treatment  was  free  abdominal  incision,  tube  drainage 
with  aspiration  of  the  tubes  every  two  hours,  a  high 
Fowler  position,  the  continuous  Murphy  drip  and  gastric 
lavage.  Absolute  starvation  was  enforced.  The  writer 
feels  sure  that  bold  and  timely  intervention  saved  these 
women. 

My  1  case  of  intramural  abscess  occurred  in  a  woman 
who  was  admitted  with  a  septic  metritis  and  had  been  cur- 
retted.  For  a  time  she  improved,  under  expectant  treat- 
ment, but  on  the  fifteenth  day  her  temperature,  pulse,  and 
pelvic  pain  increased,  and  the  uterus,  which  was  just  above 
the  pubes,  began  to  enlarge  and  become  exquisitely  tender. 
The  polynuclear  count  showed  87  per  cent.,  and  rapidly 
rose  to  90  per  cent.  On  bimanual  examination  a  tender 
fluctuating  tumor  was  made  out,  continuous  with  the 
uterus,  to  the  left  of  the  fundus  anteriorly.  An  anterior 
€olpotomy  was  made,  the  bladder  pushed  back,  and  the 
abscess  opened  from  below.  The  bladder  was  injured 
during  the  process.  The  recovery  was  prompt,  and  the 
vesical  fistula  healed  spontaneously.  Should  we  meet 
another  such  case  I  would  favor  adopting  the  suggestion 
of  Sampson — i.  e.,  to  make  an  exploratory  celiotomy  to 
locate  the  position  and  anatomical  relations  of  the  abscess 
before  attempting  to  make  drainage. 

From  study  of  the  foregoing  cases  we  must  summarize 
as  follows: 

1.  That  each  case  of  postpartum  or  postabortal  infec- 
tion must  be  studied  individually,  and  an  accurate  diag- 
nosis must  be  made  on  the  clinical,  bacteriological  and 
blood  findings  before  any  treatment  is  instituted. 

2.  That  nature  is  competent  in  the  majority  of  instances 
to  localize  and  circumscribe  the  infection. 
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3.  That  cui'ettage,  douches,  and  examinations  during 
the  acute  stage  break  down  barriers  and  open  avenues  for 
the  further  dissemination  of  sepsis  to  the  myometrium, 
parametrium,  and  adjacent  tissues,  and  that  the  danger 
from  curettage  increases  with  each  month  of  pregnancy. 

4.  That  enormous  pelvic  and  abdominal  exudates  may 
disappear  without  operation,  and  that  in  time  enlarged 
ovaries,  tubes,  etc.,  may  assume  their  proper  size  and 
function,  and,  further,  that  as  long  as  the  patient's  general 
condition  improves  no  surgery  is  advisable. 

5.  That  all  operations  are  attended  with  less  risk  after 
the  acute  stage  of  the  infection  has  subsided,  and  that  an 
exact  diagnosis  is  more  easily  made  at  this  time. 

6.  That  after  the  uterus  is  thoroughly  emptied  the 
pelvis  should  be  left  absolutely  alone,  and  that  we  should 
make  every  effort  to  support  our  patient  and  increase  her 
natural  blood  resistance. 

7.  That  extraperitoneal  drainage  of  local  foci  should  be 
elected  when  possible,  either  by  incision  just  above  Pou- 
part's  ligament  or  by  posterior  vaginal  section,  and  when 
this  is  impossible,  because  of  an  inability  to  determine  the 
exact  anatomical  relations  of  the  local  foci,  an  exploratory 
laparotomy  is  justifiable  in  order  to  make  an  exact  diag- 
nosis and  determine  upon  the  safest  route  for  drainage. 

8.  That  operative  interference,  in  the  acute  stage  of 
sepsis,  is  only  indicated  in  general  purulent  peritonitis, 
postabortal  pelvic  peritonitis,  infected  tumors  in  or  near 
the  genital  tract,  and  uterine  rupture,  when  said  rupture 
has  occurred  in  the  course  of  labor,  and  has  been  handled 
outside  of  a  well-managed  maternity,  and,  finally,  that 
thrombophlebitis  is  a  conservative  process  on  the  part  of 
nature  to  limit  the  infection,  and  that  any  form  of  pelvic 
manipulation  only  tends  to  break  down  and  separate  parts 
of  these  thrombi,  extending  the  infection  to  the  more 
remote  parts,  thus  jeopardizing  the  patient's  life. 


THE  SUEGICAL  TREATMENT  OF  PUERPERAL 
SEPTIC  INFECTIOK 


By  Hikam  N.  Vineberg,  M.D.. 
New  York  City. 


It  is  a  difficult  task  to  formulate  the  indications  for 
surgical  interference  in  puerperal  septic  infection.  This 
difficulty  arises  from  the  fact  that  as  yet  we  have  no 
reliable  guides,  either  clinical  or  bacteriological,  as  to  the 
course  and  prognosis  of  a  given  case.  Every  conscientious 
operator  after  a  radical  operation  with  recovery  will  be 
weighted  down  with  the  thought  that  the  patient,  perhaps, 
might  have  recovered  without  the  sacrifice  of  her  generative 
organs.  On  the  other  hand,  the  next  fatal  case  may  bring 
to  him  the  stinging  remorse  that  he  might  have  saved  a 
young  life  had  he  not  been  too  conservative  and  too  timid 
of  using  the  knife.  Again,  a  third  patient  is  treated  con- 
servatively with  apparently  good  results  for  a  time,  when 
pyemic  foci  develop  in  various  parts  of  the  body  and  the 
patient  finally  recovers  after  a  long  siege,  trying  alike  to 
the  patient,  her  relatives  and  her  medical  attendant.  The 
latter  will  then  despondingly  ask  himself  the  question, 
Could  the  long  and  exhausting  illness  with  perhaps  per- 
manent injury  to  the  pelvic  structures  and  some  of  the 
joints  have  been  avoided  by  a  timely  intervention  with 
surgical  methods? 

The  fear  of  employing  the  knife  in  septic  infected 
wounds    is    gradually    disappearing    with    our    improved 
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technic  and  with  the  experiences  the  surgeon  is  accumu- 
lating in  other  parts  of  the  body  by  surgical  intervention. 
The  surgeon  has  no  further  fear  of  cutting  down  upon  and 
removing  an  acutely  infected  kidney,  gall-bladder,  and 
appendix.  The  aural  surgeon  has  shown  us  what  can  be 
done  with  the  timely  use  of  the  knife  in  desperate  cases 
of  sinus  thrombosis  in  otitis  media  even  when  the  blood 
is  swarming  with  virulent  streptococci. 

Of  course,  the  problem  confronting  the  gynecologist  is 
more  difficult,  as  we  have  already  pointed  out.  But  the 
gynecologist  will  remain  far  behind  in  the  science  of  sur- 
gery if  he  be  content  to  simply  fold  his  hands  because  the 
questions  that  face  him  are  more  complex  than  those  of 
his  surgical  confreres. 

Puerperal  septic  infection  comprises  such  a  variety  of 
lesions,  and  of  such  a  varying  degree  of  intensity  that  it  is 
difficult  to  discuss  its  surgical  treatment  without  being 
misunderstood  and  misinterpreted.  The  vsrriter,  in  the 
past,  has  suffered  in  no  small  degree  from  such  misinter- 
pretation. He  has  always  held  that  it  is  only  in  a  very 
small  percentage  of  cases  of  puerperal  septic  infection  that 
major  surgical  intervention  comes  at  all  into  consideration. 
The  majority  of  the  cases  will  get  well,  without  any  com- 
plication, under  the  intelligent  use  of  palliative  measures, 
among  which  he  would  include  the  use  of  the  finger  or 
curette  to  remove  any  placental  or  decidual  residue. 
Before  deciding  on  any  plan  of  treatment  it  is  essential 
to  reach  some  conclusion  as  to  the  nature  and  extent  of 
the  infection  in  the  case  before  us. 

In  the  early  days  of  the  puerperium  an  exploration  of 
the  uterine  cavity  and  palpation  of  the  pelvic  structures 
cannot  be  satisfactorily  made  without  general  anesthesia. 
The  writer  recalls  seeing  in  consultation  a  case  of  rupture 
of  the  lower  segment  of  the  uterus  in  a  stout  woman  vsdth 
commencing  peritonitis,  which  an  experienced  and  dis- 
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tinguished   gynecologist   had   overlooked   the   day   before 
because  he  had  failed  to  avail  himself  of  this  aid. 

Having  made  these  general  observations  we  may  now 
take  up  the  consideration  of  surgical  intervention  in  the 
various  forms  of  puerperal  septic  infection.  For  this  pur- 
pose we  may,  with  advantage,  adopt  in  part  the  classifi- 
cation employed  by  Bumm  in  his  paper  before  the  Inter- 
national Congress  at  Budapest.  He  divided  puerperal 
sepsis  into  two  groups.  I.  General  Streptomycosis  (pure 
septicemia).  II.  Localized  Streptomycosis.  In  the  cases 
of  pure  septicemia  or  sepsis  foudroyante,  either  through 
the  great  virulence  of  the  microorganism  (Streptococci  or 
Staphylococci  pyogenes) or  the  low  resistance  of  the  patient, 
the  blood,  and  through  it  the  various  organs  of  the  body, 
become  overwhelmed  with  microorganisms.  The  patient 
generally  dies  within  a  few  days  under  continued  high 
fever  and  the  rapid  destruction  of  the  red  blood  cells,  as 
evidenced  by  the  pale  color  of  the  blood.  And  the  lesions 
found  may  be  a  small  necrotic  area  on  the  mucosa  of  the 
genital  mucous  tract,  usually  the  endometrium.  This  type 
is  fortunately  very  rare,  and  was  first  described  in  extenso 
by  Widal.  It  is  seldom  a  case  of  this  type  will  be  recog- 
nized early  enough  to  permit  any  hope  to  be  entertained 
from  surgical  measures.  It  is  questionable  that  even  if 
recognized  at  the  outset  any  benefit  would  be  derived  from 
the  immediate  extirpation  of  the  uterus.  In  this  connec- 
tion, however,  it  may  be  well  to  bear  in  mind  Zange- 
meister's  decisive  experiments  with  the  injection  of  viru- 
lent streptococci  into  the  tails  of  mice.  He  could  still  save 
the  animals  by  amputating  the  tail  within  twenty-four 
hours.  (Bumm's  quoted  article  contains  the  error  of 
stating  the  limit  of  time  as  two  to  three  hours.)  Control 
animals  treated  with  antistreptococcus  serum  died  in  forty- 
eight  to  seventy-two  hours  after  the  injection.  It  is  well 
known  that  the  human  species  is  much  more  resistant  to 
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streptococci  infection  than  mice.    Hence  the  quoted  experi- 
ments give  us  a  ray  of  hope. 

The  writer  has  recently  had  a  case  (Case  I) — (report 
appended)  which  perhaps  might  be  considered  as  belonging 
to  this  type,  and  in  which  recovery  followed  hysterectomy 
and  ligation  of  the  pelvic  veins  forty-eight  hours  after  the 
woman  had  infected  herself  by  the  insertion  of  wooden 
sticks  into  her  uterus.  The  blood  culture  taken  on  the 
operating  table  showed  streptococci,  and  there  was  prac- 
tically no  macroscopic  lesion  other  than  a  necrotic  area 
of  the  endometrium.  It  must  be  stated  the  case  lacked 
some  of  the  features  characteristic  of  the  type:  First,  the 
number  of  streptococci  found  in  the  blood  was  not  large; 
second,  as  the  case  did  not  come  to  the  autopsy  table  it 
could  not  be  shown  that  the  viscera  were  permeated  with 
the  microorganisms.  There  were  clinical  evidences,  how- 
ever, that  this  may  have  occurred  in  one  set  of  organs — the 
kidneys — for  there  were  signs  of  acute  parenchymatous 
nephritis  extending  over  several  days.^  The  advantage 
this  and  similar  cases  following  criminal  abortion  have 
over  foudroyante  infection  at  term  is  that  the  operator 
need  not  wait  for  the  result  of  a  blood  culture  before 
resorting  to  radical  measures,  as  he  knows  that  any  serious 
infection  after  criminal  interference,  which  persists  after 
a  thorough  emptying  of  the  uterus,  almost  invariably  ends 
fatally.  On  the  other  hand,  it  would  be  nigh  impossible, 
with  our  present  means,  to  determine  a  puerperal  infec- 
tion as  belonging  to  the  foudroyante  type  within  forty- 
eight  hours  after  the  first  chill  or  manifestation  of  fever. 
Two  other  cases  (Case  II,  Case  III)  that  might  be  placed 

'  This  scarcely  could  have  been  due  to  the  ether  anesthesia,  as 
the  casts  and  albumin  did  not  appear  until  the  third  day  after 
operation,  and  persisted  for  a  longer  period  than  is  usual  in  ether 
nephritis.  The  urine,  through  an  inadvertence,  was  not  bacter- 
iologically  examined. 
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in  this  group,  which  the  writer  recently  had,  are  reported 
in  the  appendix  to  this  paper. 

More  common  than  the  class  just  described  are  the  cases 
of  continued  streptococcemia  in  which  there  is  a  tendency 
to  a  localization  of  the  process,  manifesting  itself  in  an 
affection  of  the  lymph  channels  of  the  uterus,  with  or 
without  malignant  phlegmon  of  the  pelvic  connective  tissue 
or  peritonitis,  or  in  an  endophlebitis  which  rapidly  extends 
from  the  uterine  sinuses  to  the  vena  cava  (Bumm). 
Bumm  ^  has  performed  hysterectomy  in  3  cases  belonging 
to  this  type  without  any  influence  upon  the  course  of  the 
disease.  The  patients,  as  is  usual  in  such  severe  forms 
of  streptococcemia,  succumbed  within  a  short  time  under 
continued  high  fever,  rapid  increase  of  the  microorganisms 
in  the  blood,  and  rapid  loss  of  strength. 

It  appears  to  us  that  this  type  cannot  be  placed  in  a 
group  by  itself.  Some  of  the  cases  would  come  under  the 
head  of  septic  lymphangitis  of  the  uterus,  with  pelvic 
exudates  and  others  under  the  head  of  septic  thrombo- 
phlebitis. The  presence  of  microorganisms  in  the  blood 
does  not  warrant  a  grouping  of  the  cases  by  themselves 
independent  of  the  local  lesions,  as  Bumm^  has  done.  As 
will  be  shown  later,  with  either  local  lesion,  septic  lym- 
phangitis or  septic  thrombophlebitis,  bacteria  may  or  may 
not  be  present  in  the  blood.  Further,  they  may  be  present 
at  one  time  and  not  at  another.  Further  still,  they  may 
be  absent  in  a  case  running  a  long  course  until  a  short  time 
before  fatal  termination,  when  they  may  appear  in  quite 
large  numbers.  Again,  the  presence  or  absence  of  strepto- 
cocci in  the  blood  is  no  reliable  criterion  as  to  the  malig- 
nancy or  non-malignancy  of  the  infection. 

In  60  fatal  cases  of  puerperal  sepsis  Lehnhartz   {Die 

1  Sixteenth  Inter.  Congress,  section  Obsteti'ics  and  Gynecology. 
Budapest,  1909. 
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septischen  Erkrankungen,  Wien,  1903)  obtained  a  nega- 
tive blood  culture  in  38  cases  and  a  positive  culture  in  only 
22  cases.  In  17  cases  that  recovered  he  found  streptococci 
in  the  blood  in  5  cases.  Cannon  {Die  BaJcteriologie  des 
Blutes  bei  Infehtionskrankheiten)  saw  1  recovery  out  of 
7  cases  with  positive  blood  culture.  In  our  own  experience 
we  have  had  3  deaths  without  operation  with  a  negative 
blood  culture.  Out  of  7  cases  with  positive  blood  culture 
3  recovered  without  operation,  1  without  any  complication^ 
1  with  several  metastatic  abscesses,  1  with  lung  complica- 
tions 1  (Case  I)  recovered  with  operation,  and  2  (Case  II, 
Case  III)  died  with  operation.  Hence  we  cannot  see  the 
wisdom  of  the  course  followed  by  Bumm,  of  placing  these 
cases  in  a  group  by  themselves  for  the  purpose  of  discuss- 
ing the  indications  for  hysterectomy  in  them. 

SEPTIC     THEOMBOPHLEBITIS :     ACUTE     PYEMIA. 

Surgical  intervention  in  puerperal  septic  infection 
received  a  strong  impetus  in  1902  by  Trendelenburg's  ^ 
successful  case  of  ligation  of  the  septic  thrombosed  veins 
in  acute  puerperal  pyemia.  Gynecologists  (Freund, 
Bumm)  before  Trendelenburg  having  made  similar  obser- 
vations as  to  the  frequency  (about  50  per  cent.)  with 
which  septic  thrombophlebitis  was  found  to  be  the  cause 
of  death  in  puerperal  septic  infection,  and  drawing  the 
same  analogy  from  the  brilliant  results  the  aural  surgeon 
was  obtaining  in  pyemic  thrombosis  of  the  transverse 
sinus  by  ligating  the  internal  jugular  vien,  had  resorted 
to  the  ligation  of  the  ovarian  veins  for  the  cure  of  puer- 
peral pyemia.  Freund's  2  cases  and  Bumm's  3  cases  all 
ended  fatally.  Trendelenburg  attributed  these  failures  to 
limiting  the  ligation  to  the  spermatic  veins,  while,  as  a 

^  For  bibliographical  references,  see  author's  paper  in  the  Amer- 
ican Journal  of  Obstetrics,  vol.  lix,  No.  3,  1909. 
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matter  of  fact,  as  frequent  autopsies  had  demonstrated, 
in  a  large  percentage  of  cases  the  hypogastric  or  internal 
iliac  veins  were  also  involved.  The  operation  appealed  to 
us  strongly.  Here  was  procedure  which  gave  the  promise 
of  being  in  some  cases  life-saving,  in  others  averting  pro- 
tracted and  exhausting  disease  that  did  not  comprise  the 
robbing  of  the  patient  of  important  organs,  and  which, 
with  ordinary  skill  and  a  fair  anatomical  knowledge  of  the 
pelvic  structures,  could  be  carried  out  with  comparative 
safety.  Accordingly  when,  on  September  9,  1908,  a 
patient  entered  our  service  at  Mt.  Sinai  Hospital,  in  whom 
I  made  the  diagnosis  of  septic  thrombophlebitis,  I  was 
eager  to  put  the  procedure  to  the  test  of  practice.  But, 
unfortunately,  for  reasons  which  have  already  been  stated 
in  the  published  report  of  the  case  (Case  IV)  {The 
American  Journal  of  Obstetrics,  vol.  lix,  No.  3,  1909),  the 
operation  was  deferred  for  ten  days.  It  was  then  found, 
on  opening  the  abdomen,  that  the  right  spermatic  vein,  for 
its  entire  length,  was  enlarged  to  the  size  of  one's  thumb 
by  thrombosis  and  periphlebitis,  and  that  the  process  had 
already  extended  to  the  vena  cava.  A  ligature  was  carried 
around  the  affected  part  as  high  as  one  could  safely  go,  and 
the  vein  below  this,  with  the  corresponding  tube  and  ovary, 
were  excised  with  the  Paquelin.  The  rest  of  the  large 
pelvic  veins  were  inspected  and  were  found  to  be  normal. 
The  operation  took  about  twenty  minutes,  and  the  patient 
showed  absolutely  no  ill-effect  from  it.  There  was  some 
improvement  in  the  temperature  and  the  pulse  during  the 
next  two  days,  but  after  that  the  condition  returned  to  that 
prior  to  the  operation  and  persisted  until  death,  nineteen 
days  after  the  operation.  At  the  autopsy  a  thrombus  was 
found  in  the  vena  cava,  at  the  site  of  entrance  of  the  right 
spermatic  vein.  The  process  from  here  extended  down- 
ward, constituting  what  is  known  as  retrograde  thrombo- 
phlebitis.   The  case  was  very  instructive  and  demonstrated 


244     TREATMENT  OF  PUERPERAL  SEPTIC  INFECTION 

to  US  that  had  the  operation  been  done  before  the  process 
had  extended  to  the  vena  cava  the  life  of  the  patient  might 
have  been  saved.  We  are  not  so  certain,  however,  that  this 
extension  had  not  already  existed  when  the  patient  was 
admitted  into  the  hospital,  as  the  infection  had  evidently 
been  going  on  for  twenty-two  days  prior  to  admission.  But 
the  impression  gained  was  that  had  the  case  been  under 
observation  from  the  onset  of  the  septic  symptoms  a  diag- 
nosis could  have  been  made  at  a  comparatively  early  stage 
of  the  process,  with  very  good  prospects  of  a  cure  by 
ligating  the  affected  veins.  This  leads  us  to  the  question 
of  diagnosis.  Some,  notably  Trendelenburg  among  others, 
have  laid  great  stress  upon  the  occurrence  of  repeated  chills 
and  would  feel  warranted  in  operating  on  the  occurrence 
of  the  second  chill.  Such  an  inference,  we  all  know,  would 
frequently  lead  to  error.  First,  we  have  all  seen  cases 
with  more  than  two  chills  that  afterward  pursued  a  mild 
course  until  complete  convalescence.  Secondly,  cases  of 
genuine  thrombophlebitis  will  be  met  with  in  which  a  chill 
may  not  occur  during  the  entire  course  of  the  disease.  In 
our  case  the  first  chill  occurred  on  the  twenty-third  day, 
and  the  second  chill  on  the  twenty-sixth  day  of  the  infec- 
tion. The  third  and  last  chill  in  the  entire  course  of  the 
protracted  illness,  covering  fifty-two  days,  followed  an 
intravenous  infusion,  which  no  doubt  caused  it.  What  we 
have  found  of  great  diagnostic  value  is  a  great  elevation 
and  depression  of  the  temperature  curve  within  the  twenty- 
four  hours,  a  difference  often  of  from  5°  to  6°  or  more 
between  the  two  extremes.  This  is  usually  associated  with 
a  pulse  varying  from  80  in  the  afrebrile  or  subfebrile  stage 
to  a  pulse  of  110  or  120  at  the  height  of  the  fever.  Char- 
acteristic of  the  pulse  is  its  good  quality,  which  is  usually 
maintained  until  nearly  the  end.  The  patient  usually  has 
very  few  subjective  symptoms  and  the  appearance,  as  a 
general  rule,  is  good.     These  features,  together  with  prac- 
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tically  a  negative  result  of  a  pelvic  and  abdominal  exam- 
ination, will  in  most  instances  warrant  a  diagnosis  of  septic 
thrombophlebitis.  Some  excellent  observers  (Bumm  and 
Veit)  lay  stress  in  being  able  to  palpate  through  the 
abdominal  wall  or  on  pelvic  examination  the  thickened 
and  thrombosed  veins  as  tortuous,  wormlike  structures.  We 
frankly  confess  we  were  unable  to  elicit  this  objective  sign 
in  any  of  the  acute  and  subacute  cases  coming  under  our 
observation.  We  reached  a  diagnosis  rather  by  the  nega- 
tive result  of  our  local  examination,  and  by  a  process  of 
exclusion  than  by  any  positive  findings  objectively.  Our 
conception  of  the  disease  under  consideration  will  have  to 
undergo  some  modification  if  we  are  to  accept  as  belonging 
to  it  some  of  the  cases  reported,  especially  by  Latzko  and 
Williams.  Our  conception,  hitherto,  has  been  that  it  con- 
sisted of  an  endophlebitis  caused  by  the  presence  of  strep- 
tococci within  the  lumen  of  the  vessel,  and  that  the  process 
might  extend  to  the  exterior  of  the  veins,  resulting  in  a 
periphlebitis.  But  that  it  never  was  attended  with  any 
marked  swelling,  and  that  at  the  most  there  might  be  a 
thickening  of  the  affected  vein  producing  an  oblong  mass, 
which,  in  the  case  of  the  spermatic  vein,  might  reach  the 
size  of  one's  thumb.  We  always  had  been  under  the  im- 
pression that  when  there  was  present  a  local  exudate  of 
some  size  or  a  good-sized  abscess  we  were  dealing  with  a 
perimetritis  or  parametritis,  in  which  all  the  tissues,  the 
peritoneum,  connective  tissue,  lymph  and  blood  vessels 
were  equally  involved  in  the  inflammatory  process.^  l^ow, 
in  2  of  the  5  cases  reported  by  J.  Whitridge  Willims,^  there 
were  exudates  and  abscesses  in  the  broad  ligaments  or 
retroperitoneal  tissues  varying  in  size  from  an  orange  to 

»  Ver  hand,  des  Deutschen  Gessel.  fiir  Gyn.     Strassburg,  June 
2-5,  1909. 

=  The  American  Journal  of  Obstetrics,  vol.  lix,  No.  5,  1909. 
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a  closed  fist.     The  same  local  findings  were  present  in 
several  of  Latzko's  ^  cases. 

If  we  are  to  accept  this  broader  conception  of  the  dis- 
ease, how  are  we  to  distinguish  between  the  ordinary  exu- 
date and  that  due  to  a  septic  thrombophlebitis  ?  ^ 

Technic  of  the  Operation. 

This,  of  course,  will  vary  as  to  whether  the  extraperi- 
toneal or  transperitoneal  route  is  chosen.  The  first  suc- 
cessful case,  that  by  Trendelenburg,  was  done  extraperi- 
toneally.  This  route  has  some  advantage  in  that  there  is 
less  risk  of  soiling  the  peritoneum,  but  it  has  the  disad- 
vantage of  limiting  the  field  of  operation  to  one  side,  when 
in  fact  the  veins  of  both  sides  may  be  affected.  There 
is  not  so  good  a  command  of  the  field  of  operation  as  in 
the  transperitoneal  route,  and  even  good  operators  have 
ligated  the  wrong  vein,  and,  on  one  occasion,  the  ureter 
was  ligated  for  the  ovarian  vein.  Further,  the  gynecolo- 
gist, as  a  rule,  will  find  himself  in  more  familiar  territory 
when  he  undertakes  the  operation  through  the  peritoneal 
route  than  when  he  tries  to  reach  the  pelvic  and  ovarian 
veins  through  the  extraperitoneal  route.  Having,  then, 
chosen  the  peritoneal  route  the  first  step  will  be  the  in- 
spection of  the  ovarian  veins  and  their  ligation  above  the 
point  of  thrombosis  if  that  be  feasible.  The  exposure  of 
the  ovarian  vein  on  either  side  offers  no  difficulty,  and  is 
accomplished  by  making  a  longitudinal  incision  over  the 
convex  border  of  the  ovarian  ligament  and  uncovering  the 

*  Latzko  asserts  that  every  exudate  in  the  broad  ligament  is 
due  to  a  septic  thrombophlebitis,  and  he  would  characterize  them 
as  the  "phlegmasia  alba  dolens"  of  the  broad  ligament. 

2  Williams  unknowingly  made  an  error  in  his  paper  in  stating 
that  his  were  the  first  cases  of  septic  thrombophlebitis  operated 
upon  to  be  reported  from  this  country.  My  reported  case  pre- 
ceded his  paper  by  two  months. 
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plexus  of  veins  by  blunt  dissection.     On  the  left  side  the 
attachment  of  the  sigmoid  may  offer  some  difficulty,  but 
this  can  be  overcome  with  a  little  care  by  employing  blunt 
dissection  to  free  the  bowel  from  the  underlying  vessels. 
But  a  note  of  warning  here  will  not  be  out  of  place,  and 
that  is  to  bear  in  mind  the  relation  of  the  ureters  to  the 
upper  portion  of  the  ovarian  vessels.     The  writer  was 
present  on  two  occasions  when  two  different  operators  of 
experience  had  included  the  ureter  in  the  ligature  of  the 
ovarian  veins.    The  ureter  below  the  pelvic  brim  lies  some 
distance  toward  the  inner  side  of  the  ovarian  vessels,  as 
it  proceeds  upward  it  approaches  them,  and  at  a  little 
distance  above  the  pelvic  brim  it  crosses  them  from  behind 
and  passes  upward  externally  to  the  vessels.     The  only 
certain  way  in  our  opinion  of  avoiding  the  ureter  is  to 
make  sure  of  its  position  by  the  aid  of  sight  before  passing 
the   ligature.     It    is    a   good    precaution   to   employ   the 
Paquelin  to  cut  through  the  vein  below  the  ligature,  par- 
ticularly if  there  be  much  periphlebitis.     We  are  of  the 
opinion,  however,  that  the  danger  of  exciting  peritonitis 
by  the  escape  of  fluid  from  the  thrombosed  veins  and  its 
surrounding  tissues  has  been  somewhat  exaggerated.     The 
next  step  will  be  the  exposure  of  the  internal  median  iliac 
veins  on  either  side.     First  allow  us  to  draw  attention  to 
the  excellent  and  clear  dissection  of  the  iliac  veins  in  the 
gravid  and  puerperal  states  by  Kownatzki  in  his  atlas  of 
Die  Venen  des  Weihlichen  Becken  (J.  F.  Bergmann,  Wies- 
baden, 1907).     This  observer  has  found  that  the  internal 
iliac,  what  the  Germans  designate  as  the  hypogastric  vein, 
carries    the    blood    from    the    hemorrhoidal    and    gluteal 
regions,  and  that  another  vein,  which  he  has  named  the 
median  iliac  vein,  is  the  carrier  of  the  blood  from  the 
bladder  and  middle  and  lower  segments   of  the  uterus. 
The  median  iliac  vein  usually  empties  into  the  internal 
iliac,  but  it  may  remain  an  independent  vessel  and  open 
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directly  into  the  common  iliac  vein.  It  will  be  thus  seen 
that  in  many  instances  the  ligature  of  the  internal  iliac 
vein  would  be  of  no  purpose.  It  is  necessary,  therefore, 
always  to  make  sure  of  the  median  iliac,  and  when  in  doubt 
to  ligate  the  common  iliac  vein.  There  need  be  no  fear 
of  any  serious  disturbances  to  the  circulation  from  this 
procedure,  as  it  has  been  done  on  two  occasions  (Haeckel, 
Bumm)  even  without  causing  a  swelling  of  the  correspond- 
ing extremity.  To  expose  the  internal  and  median  iliacs 
one  need  only  extend  by  a  few  snips  with  the  scissors 
the  lateral  end  of  the  incision  resulting  from  the  excision 
of  the  ovarian  vein  in  an  outward  direction  toward  the 
linea  innominata.  A  few  light  strokes  with  a  small  gauze 
sponge  will  usually  afford  a  good  exposure,  or  if  this  be 
found  not  sufficient  an  additional  transverse  incision  may 
be  made,  thus  uncovering  the  deep  pelvic  vessels.  A  good 
landmark  for  the  internal  iliac  veins  is  the  corresponding 
artery,  and,  as  the  vena  cava  is  situated  to  the  right  of 
the  aorta,  the  iliac  vein  will  always  be  found  behind  and 
to  the  right  of  the  artery.  To  ligate  the  left  iliac  vein 
one  should  therefore  draw  with  the  fingers  or  by  a  blunt 
hook  the  corresponding  artery  toward  the  left  side,  and  the 
vein  will  then  come  into  view.  The  ligature  by  means  of 
an  aneurysmal  needle  should  be  carried  around  the  vein 
near  its  point  of  entrance  into  the  common  iliac. 

On  the  right  side  the  corresponding  artery  should  be 
drawn  toward  the  median  line,  and  if  [an  assistant  with 
his  fingers  draws  the  external  iliac  artery  toward  the 
outer  side  the  right  internal  iliac  vein  will  be  found 
in  the  angle  thus  created.  It  is  feasible  and  advisable  to 
excise  the  ovarian  veins  when  they  are  affected,  but  it  is 
not  practicable  to  excise  the  affected  iliac  vein.  One  has 
to  remain  content  with  their  ligation.  It  is  not  wise  to 
attempt  the  ligation  of  the  deep  pelvic  veins  at  the  base 
of  the  broad  ligaments  even  should  they  be  involved.    We 
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will  have  more  to  say  on  this  head  when  discussing  the 
advisability  of  removing  the  uterus  also  in  some  cases  of 
thrombophlebitis. 

Although,  as  we  have  already  stated,  the  operation  has 
a  great  fascination  for  us  in  its  freedom  from  mutilating 
any  organ,  important  or  otherwise,  and  in  its  freedom 
form  any  attendant  shock  when  expeditiously  and  skill- 
fully performed,  our  experiences  with  it  thus  far  have 
not  been  encouraging.  The  ligation  of  veins  alone  without 
removal  of  the  uterus  was  done  four  times  in  Mt.  Sinai 
Hospital — once  by  the  writer  and  three  times  by  other 
operators — with  a  fatal  termination  in  all. 

Wormser,  in  his  collection  of  statistics,  was  able  to 
gather  51  cases  with  a  mortality  of  62.7  per  cent.  But  if 
he  deducted  the  very  early  cases  of  Freund,  Bumm  and 
Trendelenburg  and  the  reported  series  by  Lehnhartz, 
which  for  various  reasons  should  not  be  included,  the  per- 
centage of  mortality  was  reduced  to  48.14  per  cent.^  But 
in  spite  of  this  rather  favorable  showing  we  agree  entirely 
with  Bumm  that  the  time  has  not  yet  arrived  for  collect- 
ing statistics,  but  for  creating  them. 

In  conclusion,  we  desire  to  state  that  not  every  case 
in  which  septic  thrombophlebitis  has  been  diagnosed  calls 
for  ligation  of  the  affected  veins.  We  recall  several  cases 
seen  in  consultation  and  observed  in  the  hospital  in  which 
the  diagnosis  was  made  with  a  fair  degree  of  certainty, 
and  which  ended  in  recovery  without  any  complication 
or  metastatic  foci.  They  were  cases  that  might  be  con- 
sidered mild  or  chronic  forms,  presenting  a  moderate 
degree  of  fever  (100°  to  103°),  extending  over  several 
weeks,  with  good  involution  of  the  uterus  and  in  which 

'  Williams  in  his  paper  gives  a  number  of  tables,  dividing  the 
cases  as  to  the  two  transperitoneal  routes.  Mortality  of  trans- 
peritoneal route,  43.9  per  cent. ;  of  the  extraperitoneal  route,  80 
per  cent. 
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the  only  local  findings  consisted  in  hard  cord-like  struc- 
tures running  up  the  sides  of  the  pelvic  walls,  or  extending 
from  the  vaginal  junction  up  the  posterior  wall  of  the 
pelvis.  The  patient's  general  condition  was  usually 
good.  The  only  symptoms  present  were,  as  stated,  a 
moderate  degree  of  fever,  and,  in  some  instances,  dull 
pain  in  some  parts  of  the  pelvis. 

Cases  of  puerperal  septic  infection  are  met  with  that 
do  not  conform  to  the  clean-cut  groupings  based  on  a 
pathological  lesion.  For  example,  in  one  of  our  cases 
(Case  V)  there  was  a  combination  of  lesions:  1,  strep- 
tococcic endometritis;  2,  purulent  gangrenous  metritis;  3, 
streptococcic  thrombophlebitis.  In  such  instances  the  re- 
removal  of  the  uterus  alone  or  the  ligation  of  the  veins 
alone  would  not  be  sufficient.  When  operating,  therefore, 
for  septic  thrombophlebitis  by  the  peritoneal  route  note 
should  be  taken  of  the  uterus,  and  if  it  be  found  suspici- 
ously large,  flabby,  and  mottled  in  appearance  and  present- 
ing suspicious  areas  that  look  like  suppurating  foci,  it 
should  be  removed.  The  same  principle  holds  good  when 
operating  for  suppurating  or  gangrenous  metritis  with 
marked  constitutional  symptoms.  The  ovarian  veins  should 
be  well  exposed  and  ligated  high  up  and  excised  as  a  pre- 
cautionary measure.  The  deep  iliac  veins  should  also  be 
palpated,  and  if  at  all  suspicious  they  should  be  exposed 
and  ligated  as  one  would  if  operating  solely  for  thrombo- 
phlebitis. It  would  appear  to  us  that  the  only  hope  of 
markedly  improving  our  results  lies  in  such  a  course  of 
action,  combined  vtdth  persistent  efforts  to  render  our 
clinical  and  bacteriological  evidences  more  decisive,  so 
that  an  early  diagnosis  and  fairly  reliable  prognosis  may 
be  at  our  command. 

It  is  gratifying  to  us  to  find  that  Wormser  {Ver. 
deutsch.  Gessell.  fiir  Gynekologie,  1909)  in  analyzing  his 
statistics  of  all  the  operated  cases  of  puerperal  septic  in- 
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fection  for  the  past   twenty-three  years   arrives   at  the 
same  conclusion. 

Steeptococcic  Endometritis. 

We  refer  to  this  condition  only  to  state  that  any  sur- 
gical intervention,  and  especially  a  curettage,  is  strongly 
contraindicated.  It  would  carry  us  too  far  afield  to  enter 
into  a  lengthy  discussion  of  the  diagnosis  of  this  condition. 
This  much  we  may  safely  assert,  the  presence  of  strepto- 
cocci in  the  lochia  does  not  warrant  a  diagnosis  of  strep- 
tococcic endometritis,  or  that  we  are  dealing  with  a  serious 
infection.  The  praiseworthy  efforts  that  are  being  made 
to  determine  the  virulence  of  the  streptococcus  by  studying 
its  hemolytic  and  other  properties  have  as  yet  not  yielded 
positive  results.  Fromme  ^  thus  far  stands  alone  in  his 
positive  assertion  that  the  hemolytic  powers  of  the  organ- 
ism is  a  certain  sign  of  the  degree  of  its  virulence.  Even 
he  is  forced  to  the  admission  that  the  same  organism  may 
be  hemolytic  at  one  time  and  anhemolytic  at  another.  No 
reliance  can,  therefore,  be  placed  upon  a  feature  that  is 
so  variable.  What  future  researches  in  this  direction  will 
bring  forth  time  alone  will  tell  us. 

PuTEiD  Endometritis. 

This  group  includes  the  cases  of  putrid  decomposition 
of  myomatous  growths  in  the  uterus  or  of  placental  and 
decidual  residue  that  cannot  be  removed  with  the  finger 
or  curette.  Hysterectomy  in  these  cases  is  attended  with 
brilliant  results,  provided  the  operation  is  resorted  to 
while  the  process  is  still  limited  to  the  uterus.  Wormser 
was  able  to  collect  11  cases  of  this  kind  in  which  hys- 
terectomy was  done  with  only  one  death.     We  had   2 

*Arch.  f.  Gyn.,  Bd.  Ixxxv,  Heft  1,  p.  154. 
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cases  belonging  to  this  group  and  both  recovered  after 
the  removal  of  the  uterus.  The  diagnosis  in  one  of  our 
cases  *  lay  on  the  surface,  total  inversion  of  the  uterus  with 
adherent  placenta  in  a  state  of  advanced  putrescence.  In 
the  other  case  the  diagnosis  was  made  of  septic  infection 
limited  to  the  uterus.  The  removed  organ  showed  a  large 
mass  of  placental  tissue  firmly  adherent  and  in  a  condi- 
tion of  putrid  decomposition.  Because  the  latter  case 
occurred  early  in  our  career,  some  distrust  attached  to  it, 
based  on  the  assumption  that  the  placental  residue  could 
have  been  removed,  either  with  the  curette  or  with  the 
fingers,  had  the  attempt  been  made  by  a  more  experienced 
operator.  This  was  unjust,  as  any  unbiased  observer  who 
had  seen  the  patient  would  have  freely  acknowledged. 
The  placental  mass  was  firmly  organized  on  the  wall  of 
the  uterus,  and  could  not  have  been  removed  without  ex- 
cising a  good  part  of  the  uterine  wall.  The  case  resembled 
closely  the  two  cases  by  Sehultze  and  Sippel,  which  have 
become  famous  in  medical  literature. 

In  cases  of  puerperal  putrid  or  suppurative  infection 
of  a  myomatous  growth  in  the  uterus,  no  time  should  be 
lost  in  extirpating  the  uterus.  These  cases  are  usually  fatal 
if  not  operated  upon  promptly.  We  recall  seeing  such  a 
case  in  consultation  some  years  ago.  Operation  was  de- 
ferred ;  instead,  constant  uterine  irrigation  was  employed. 
Finally,  when  operative  intervention  was  decided  upon, 
the  patient  was  moribund,  and,  of  course,  it  was  too  late. 

In  Wormser's  statistics  there  are  30  cases  of  this  class 
with  a  mortality  of  23.3  per  cent. 

In  cases  of  what  may  be  termed  purulent  metritis ;  that 
is,  where  the  infective  process  spends  itself  in  multiple 
abscesses  in  the  uterine  walls,  the  removal  of  the  organ 
is  indicated.    We  have  had  two  such  cases  with  recovery  in 

1  American  Gynecological  and  Obstetrical  Journal,  vol.  x,  1S97. 
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both.  In  the  second  and  later  case  (Case  V),  as  an  addi- 
tional precaution,  the  veins  were  also  ligated.  The  advis- 
ability of  doing  this  in  certain  cases  has  already  been 
referred  to.  The  diagnosis  of  this  condition  is  not  ex- 
tremely difficult.  The  uterus  shows  no  signs  of  involution, 
but  remains  large  and  flabby.  There  are  no  local  findings 
to  account  for  the  continued  high  fever  and  the  marked 
constitutional  disturbances.  Occasionally  only  a  single 
purulent  focus  develops  in  the  uterine  wall.  When  this 
occurs  it  can  be  dealt  with  on  surgical  principles  without 
sacrificing  the  uterus.  The  abscess  can  be  incised  and 
drained,  or,  as  in  a  case  of  ours,^  the  affected  portion  of 
the  uterine  wall  (the  right  cornua,  which  was  the  seat  of  a 
process  resembling  a  carbuncle)  can  be  excised  and  the 
surface  cauterized  with  pure  carbolic  acid,  resulting  in  a 
useful  organ.  In  one  case  the  woman  afterwards  went 
through  a  pregnancy  and  delivery  without  any  ill  effects. 
We  have  had  occasion  to  follow  this  method  of  surgical 
intervention  in  quite  a  number  of  cases  with  the  most 
happy  results.  Hirst "  has  reported  several  similar  cases 
in  which  this  procedure  was  followed  with  equally  good 
results.  One  should  be  careful  not  to  mistake  a  phlegmon 
in  the  upper  part  of  the  broad  ligament  for  an  abscess  in 
the  uterus.  The  former,  in  our  opinion,  requires  a  dif- 
ferent course  of  action,  and  will  receive  consideration  later 
in  this  paper. 

Seveee   Teaumatism  of  the  Uterus  with  Pkobabjlb 

iNFECTIOlSr. 

In  rupture  or  perforation  of  the  uterus  where  there  are 
evidences  of  infection  or  where  the  traumatism  has  been 
effected  by  some  one  in  whose  asepsis  we  have  no  con- 

'  American  Journal  of  Obstetrics,  vol.  xxxxix,  1904. 
'  American  Journal  of  Obstetrics,  vol.  xxxi,  1895. 
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fidence,  the  safer  course  to  pursue  is  to  extirpate  the  uterus 
at  once.  In  our  own  case  (Case  VII)  the  delivery  was 
affected  outside,  some  hours  before,  by  some  one  unknown 
to  the  writer.  The  entire  posterior  vaginal  vault  was  torn 
away  from  the  cervix.  There  was  an  irregular  tear  in  the 
cervix  running  into  the  base  of  the  broad  ligament.  The 
vaginal  walls  were  bruised  and  lacerated,  and  the  patient 
had  a  very  small,  feeble,  and  rapid  pulse  (120).  While 
the  case  did  not  look  promising  for  surgical  intervention, 
it  was  thought  the  patient  would  have  a  better  chance  for 
recovery  if  the  lacerated  and  bruised  organ,  which  was 
probably  infected,  was  removed.  An  effort  was  first  made 
to  improve  the  general  condition  by  administering  an 
intravenous  saline  infusion.  This  was  attended  with  only 
temporary  benefit.  It  was  concluded  from  this  that  the 
hemorrhage  must  be  going  on,  although  no  blood  appeared 
in  the  vagina.  This  proved  to  be  the  case,  as  was  seen 
at  the  operation.  The  blood  was  leaking  into  the  loose 
cellular  tissue  of  the  broad  ligament,  where  it  was  forming 
a  large  hematoma,  and  hence  did  not  escape  into  the 
vagina,  as  one  would  naturally  expect.  Although  prac- 
tically pulseless  when  placed  upon  the  operating  table, 
the  patient  made  a  remarkably  good  recovery  from  the 
operation,  but  the  convalescence  was  protracted  through 
the  sloughing  of  the  vaginal  wall  and  suppuration  of  the 
connective  tissue  of  the  lateral  walls  of  the  lower  pelvic 
planes. 

PuEKPEEAL  Septic  Peritonitis. 

In  some  cases  the  microorganism  enters  the  lymph  chan- 
nels of  the  vagina,  the  cervix,  and  more  rarely  those  of  the 
endometrium,  and  travels  along  the  lymph  vessels  of  the 
parametrium  to  the  peritoneum,  setting  up  more  or  less 
general  peritonitis.  Cases  are  seen — fortunately  not  very 
frequently — in  which  the  infection  is  so  acute  that  a  fatal 
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termination  occurs  in  from  two  to  four  days,  forming  the 
so-called  foudroyante  septic  peritonitis.  Lenhartz  ^  states 
that  a  blood  culture  is  negative  even  in  the  pure  cases 
of  septic  peritonitis.  Foudranyte  cases  will  end  fatally 
whether  operated  upon  or  not,  although  Bumm*  thinks 
that  even  in  this  form  if  surgical  intervention  be  insti- 
tuted within  the  first  twenty-four  or  forty-eight  hours  a 
favorable  result  might  be  obtained.  In  less  virulent  forms 
both  Leopold  ^  and  Bumm  have  obtained  remarkable  re- 
sults with  multiple  incision  and  drainage.  Very  much 
depends  upon  an  early  diagnosis.  To  confirm  this  in  sus- 
picious cases  Bumm  withdraws  some  of  the  peritoneal  fluid 
with  a  hypodermic  needle,  either  through  the  posterior 
vault  of  the  vagina  or  through  the  abdominal  wall.  If 
the  diagnosis  be  confirmed  he  makes  a  median  incision 
just  large  enough  to  obtain  a  view  of  the  condition  of  the 
pelvic  organs.  Through  this  incision  a  sound  as  thick  as 
one's  finger  is  inserted,  and  the  point  pushed  against  a 
point  near  the  anterior  superior  spine  and  a  small  incision 
made  over  it.  Through  the  latter  a  third  incision  may  be 
made  in  a  similar  manner  in  the  flank.  This  procedure  is 
repeated  on  the  opposite  side,  and  small  drainage  tubes 
covered  with  gauze  are  inserted  in  each  of  the  incisions. 
A  further  incision  for  drainage  may  be  made  through  the 
Douglas  cul-de-sac  into  the  vagina.  He  avoids  any  irri- 
gation or  any  attempt  to  wipe  away  the  fibrinous  lymph, 
as  he  claims  such  to  be  not  only  futile  but  actually  harm- 
ful. In  our  hospital  and  consulting  practice  we  seldom 
see  cases  that  would  lend  themselves  to  this  method  of 
treatment.  In  the  first  place  most  of  the  cases  of  puer- 
peral septic  infection  that  we  see  are  not  of  the  peritonitic 
variety.    The  few  we  do  see  of  this  variety  are  usually  in 

^  Loc.  cit. 
*Loc.  cit. 

'Archiv.  Gyn.,  vol.  Ixxviii,  1906. 
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a  moribund  condition,  and  any  operative  procedure,  no 
matter  how  slight,  would  be  out  of  the  question.  In  a 
case  of  our  own  recently,  developing  after  an  unrecognized 
spontaneous  rupture  of  the  uterus,  intervention  similar  to 
that  above  described  was  instituted.  The  patient  made  a 
good,  although  tedious  recovery,  owing  to  the  tear  in 
the  uterus.  The  procedure  is  so  simple  and  takes  so 
little  time  (from  fifteen  to  twenty  minutes)  that  it  seems 
to  us  to  be  worthy  of  carrying  into  effect  in  every  case 
that  has  not  already  reached  the  moribund  state. 

Septic  Salpingo-oophoritis. 

Occasionally  the  germs  will  pass  the  natural  barrier  of 
the  uterine  ostium  of  the  tube,  setting  up  an  acute  sapingo- 
oophoritis.  This  is  attended  with  more  or  less  peritoneal 
irritation  which  as  a  rule  subsides  within  twenty-four 
hours.  In  a  few  cases  the  infection  is  so  virulent  as  to 
cause  a  veritable  gangrene  of  the  tube,  resembling  in 
appearance  a  gangrenous  appendix,  as  in  a  case  reported  by 
the  writer  (vide  Medical  News).  Here  prompt  action  is 
necessary,  as  it  is  in  gangrene  of  any  of  the  abdominal 
viscera.  In  the  writer's  case  the  patient  made  a  good 
recovery  and  gave  birth  to  two  children  afterward.  In 
the  majority  of  cases  of  tubal  infection,  however,  the 
process  is  not  so  virulent  and  leads  to  a  pyosalpinx  or 
tubo-ovarian  abscess.  The  escape  of  germs  from  this  pu- 
rulent foci,  from  time  to  time,  causes  a  circumscribed  peri- 
tonitis, bringing  about  an  encapsulation  of  the  tubo- 
ovarian  mass.  Recognizing  the  great  risk  of  contaminat- 
ing the  general  peritoneum  in  operating  for  this  condition 
by  the  usual  median  incision  we  have  for  the  past  two 
years  selected  an  extra-median  incision,  the  exact  site  of 
which  depending  upon  the  location  of  the  pyosalpinx  or 
tubo-ovarian  abscess.     In  some  cases   an  incision  about 
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parallel  and  about  two  inches  above  Poupart's  ligament 
afforded  the  most  ready  access.  In  other  cases  an  incision 
in  line  with  the  external  border  of  the  rectus  was  the  most 
suitable.  In  every  instance  we  were  able  to  enucleate  the 
mass  without  opening  the  general  peritoneal  cavity,  and 
the  patients  made  good  recoveries  without  the  slightest 
peritoneal  irritation.  It  is  obvious  that  surgical  interven- 
tion for  this  condition,  kept  within  the  safe  boundary  line, 
as  above  outlined,  is  much  more  desirable  from  every 
standpoint  than  the  so-called  conservative  method  of  wait- 
ing until  all  acute  symptoms  have  subsided.  Apart  from 
the  suffering  and  loss  of  health  such  a  course  entails,  there 
is  no  warrant  for  the  assumption  that  intervention  at 
that  time  will  be  free  from  danger.  For  it  is  well  known 
that  streptococci  will  remain  virulent  in  pus  foci  for 
several  months  after  all  manifestations  of  fever  have  dis- 
appeared. This  characteristic  of  a  streptococcic  infection 
is  so  well  recognized  that  some  leading  authorities  (Bumm 
and  others)  would  operate  in  this  group  of  cases,  through 
the  vagnial  route  only,  even,  if  in  doing  so,  they  have  to 
sacrifice  the  uterus.  The  plan  of  procedure  we  have  fol- 
lowed, it  seems  to  us,  is  so  superior  to  the  vaginal  route, 
excepting  where  the  tubo-ovarian  mass  is  situated  low 
down  in  the  pelvis,  that  we  feel  safe  in  asserting  that  it 
will  be  adopted  in  the  future  in  preference. 

Pelvic  Exudates  (Peki-  and  Pakametkitis.) 

When  the  infection  process  becomes  localized,  forming 
a  pelvic  exudate,  surgical  intervention  should  be  deferred 
until  there  are  evidences  of  a  pus  collection.  Even  then, 
contrary  to  the  general  surgical  law,  evacuating  pus  as 
soon  as  present,  one  should  wait  until  the  conditions 
become  favorable  to  reach  the  abscess  without  running 
any  risk  of  contaminating  the  general  peritoneal  cavity. 

Gyn  Soc  17 
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If  situated  low  in  the  pelvis,  the  vaginal  route  offers  the 
most  ready  access.  If  situated  high  up  it  is  well  to  wait 
until  the  inflammatory  mass  has  become  adherent  to  the 
abdominal  parietes.  In  either  instance  the  incision  should 
be  liberal  and  left  wide  open  and  packed  lightly  with 
gauze. 

In  some  instances  that  we  have  seen  the  lower  half  of 
the  abdomen  was  filled  with  a  hard  mass  in  which  none 
of  the  pelvic  organs  were  distinguishable.  From  the 
course  the  cases  were  pursuing  we  were  confident  that  the 
large  masses  contained  several  purulent  foci.  We  have 
been  content,  in  these  instances,  in  making  several  inci- 
sions over  the  mass,  at  various  places,  through  the  abdom- 
inal parietes,  and,  after  meeting  a  purulent  focus,  evacu- 
ating and  draining  it,  and  leaving  the  natural  process  to 
do  the  rest..  We  especially  recall  one  particularly  aggra- 
vated case  of  this  kind.  The  entire  half  of  the  abdomen 
below  the  umbilicus  was  filled  completely  by  a  hard, 
smooth  mass  in  which  it  was  not  possible,  either  by  abdom- 
inal or  bimanual  palpation,  to  map  out  any  of  the  pelvic 
organs.  The  patient  ran  a  septic  fever  and  was  emaciated 
in  the  extreme.  We  made  four  different  incisions  over 
the  mass  and  in  each  instance,  after  careful  search, 
reached  a  pus  focus,  which  was  evacuated  and  drained. 
The  patient  made  a  good  though  tedious  recovery.  Some 
years  later  we  were  surprised  by  the  patient  walking  into 
our  office  and  informing  us  she  had  given  birth  to  a  child 
at  term  a  couple  of  months  before.  All  we  could  detect 
of  the  former  trouble  were  several  scars  in  the  lower  half 
of  the  abdominal  wall. 

In  summing  up  we  wish  to  emphasize  that,  although  we 
have  mentioned  several  conditions  in  puerperal  septic 
infection  in  which  major  surgical  intervention  is  indi- 
cated, we  have  had  occasion,  in  a  fairly  large  active  hos- 
pital and  private  practice,  since  our  paper  in  1903,  to 
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extirpate  the  uterus  in  only  6  cases.  During  the  same 
period  we  must  have  seen  in  hospital  practice  and  in  con- 
sultation several  hundred  cases  of  puerperal  septic  infec- 
tion of  varying  degrees  of  intensity.  Some  were  moribund 
when  first  seen,  and  died  shortly  afterward;  others  recov- 
ered after  a  long,  tedious  and  exhausting  illness  with  the 
development  of  metastatic  foci  in  the  joints  and  subcu- 
taneous tissues.  Others,  still,  were  discharged  with  hard 
exudates  in  the  pelvis,  the  ultimate  fate  of  which  became 
unknown  to  us.  But  the  vast  majority  of  them  recovered 
promptly  under  appropriate  treatment  and  minor  surgical 
measures. 

Acute  septicemia  streptococcemia;  high  ligation  of  left 
spermatic  veins  and  of  the  median  iliac  veins;  hysterec- 
tomy; recovery.  Case  1 — Mrs.  G.,  aged  thirty-three  years. 
Married  six  years,  two  children.  February  9,  1910,  when 
her  menses  were  overdue  twelve  days,  she  herself  inserted 
a  slippery  elm  stick  into  her  uterus.  But  as  the  flow  with 
which  this  was  followed  was  not  sufficient  to  satisfy  her 
she  inserted  an  orange  stick  into  the  uterus  upon  the 
following  day.  The  flow  now  became  more  abundant 
That  evening  she  had  a  chill,  followed  by  fever  104.2*. 
On  the  next  morning  temperature  was  99°.  In  the  even- 
ing she  had  another  chill;  temperature  went  to  105.6°. 
During  the  night  she  was  curetted  by  a  physician  who  had 
been  called  in,  but  he  found  the  uterus  empty.  On  the 
following  morning,  February  12,  the  temperature  was 
again  99°.  That  afternoon  the  temperature  began  to  rise 
again,  and  at  4  P.  M.  it  was  105.6°,  pulse  120.  Dr.  B. 
Sour  now  saw  the  patient,  and,  realizing  the  severe  condi- 
tion, had  her  at  once  transferred  to  Mt.  Sinai  Hospital, 
where  she  entered  as  a  private  patient  in  my  care.  I  saw 
her  at  7  P.  M.  The  temperature  then  was  104.4°,  pulse 
120,  tongue  coated  with  a  white  fur.  There  was  no 
abdominal  disturbances.   On  bimanual  examination  uterus 
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was  not  found  enlarged;  the  adnexa  apparently  normal. 
Behind  the  uterus  a  cordlike  structure  running  obliquely 
toward  the  left  of  the  vaginal  vault  was  felt.  This  was 
tense  and  sensitive.  The  diagnosis  was  made  of  septic 
metritis  with  thrombophlebitis,  and  radical  operation  was 
advised.  Accordingly  at  midnight  the  patient  was 
operated  on  by  me.  In  the  meantime  the  temperature  had 
risen  to  105°  and  the  pulse  to  130.  There  was  no  free 
fluid  in  the  peritoneal  cavity  nor  any  infection  of  the 
peritoneum.  The  adnexa  were  normal  to  the  eye.  The 
sigmoid  was  adherent  for  quite  a  distance  to  the  broad 
ligament  by  old  membranous  adhesions.  These  were  cut 
with  scissors  so  as  to  expose  and  gain  access  to  the  left 
spermatic  vessels,  which  were  ligated  at  the  pelvic  brim. 
On  the  right  side  the  spermatic  veins  were  exposed  by 
slitting  up  the  peritoneum,  and  it  was  found  thrombosed 
for  at  least  one-third  of  its  length  above  the  pelvic  brim. 
It  was  ligated  with  the  artery  at  some  distance  above  this. 
The  iliac  veins  were  now  exposed  and  palpated.  On  the 
right  side  there  was  a  good-sized  vein  (median  iliac)  run- 
ning between  the  hypogastric  and  external  iliac  and  enter- 
ing the  common  iliac.  This  was  ligated  at  its  site  of 
entrance  into  the  latter  vessel.  A  panhysterectomy  was 
now  performed,  making  a  good-sized  opening  into  the 
vagina.  The  lower  pelvis  was  slightly  packed  with  iodo- 
form gauze.  While  the  patient  was  on  the  operating  table 
a  blood  culture  was  taken.  This  showed  streptococci.  The 
removed  uterus  on  being  cut  open  showed  superficial 
necrosis  of  the  endometrium.  The  veins,  through  some 
error,  were  not  examined. 

February  13,  temperature  104°  to  105",  pulse  120 
to  128. 

February  14,  temperature  102.4°  to  103.4°,  pulse  100 
to  120. 
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February  15,  temperature  99.4°  to  103.8°,  pulse  92  to 
116. 

February  16,  temperature  99.2°  to  103.4°,  pulse  92  to 
120. 

The  urine  now,  for  the  first  time,  contained  a  fair 
amount  of  albumin  and  mucous  granular  and  hyaline 
casts.  Inspection  of  the  abdominal  wound  revealed  sup- 
puration of  the  fat  layers  down  to  the  fascia. 

February  17,  temperature  99.2°  to  103.2°,  pulse  90  to 
118. 

Blood  culture  negative. 

February  18,  temperature  99°  to  103.4°,  pulse  96  to 
108. 

February  19,  temperature  100.2°  to  104.2°,  pulse  88  to 
112. 

From  this  on  the  temperature  ranged  from  99.4°  to 
101.4°,  pulse  96  to  104,  until  February  26,  when  it 
became  normal.  The  urine  became  free  from  albumin 
and  casts  on  February  24.  The  patient  left  the  hospital 
three  weeks  after  the  operation  in  good  general  condition, 
with  the  abdominal  wound  practically  healed. 

Comments.  We  think  it  pretty  safe  to  make  the  asser- 
tion that  the  life  of  the  patient  in  the  above  case  was  saved 
by  prompt  action,  and  by  ligating  the  pelvic  veins  in  addi- 
tion to  the  removal  of  the  uterus.  In  Case  3,  in  which 
what  might  be  considered  a  similar  infection  took  place, 
the  removal  of  the  uterus  alone  did  not  stay  the  fatal 
event.  The  blood  culture  in  each  case  showed  about  an 
equal  number  of  streptococci.  Reasoning  a  priori  we 
should  expect  a  more  virulent  infection  in  the  above  case, 
from  the  fact  that  the  patient  herself  entered  the  uterus 
with  unclean  objects,  while  in  Case  3  the  infection  must 
have  inadvertently  been  carried  into  the  uterus  when  we 
were  observing  our  usual  care  in  asepsis  in  intra-uterine 
instrumentation. 
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Acute  septicemia  (postabortive)  streptococcemia ;  liga- 
tion of  pelvic  veins;  hysterectomy ;  pharyngeal  diphtheria; 
death.  Case  2 — Mrs.  A.  C,  aged  twenty-three  years. 
Married  fifteen  years,  four  children,  youngest  five  years 
old.  Admitted  February  20  from  Harlem  Hospital, 
where  she  had  been  curetted  four  days  before  for  an  early 
miscarriage  (sixth  week)  with  septic  symptoms.  The 
chills  and  fever  persisted  with  greater  severity  after  the 
curettage.  On  admission,  temperature  104.4°,  pulse  112, 
tongue  coated  with  a  dry,  brown  fur,  looked  very  ill.  No 
abdominal  distention,  uterus  fairly  large  and  soft. 
No  exudate,  no  enlargement  of  the  adnexa.  Blood  culture 
showed  streptococcus. 

February  21,  temperature  102°  to  105°,  pulse  120  to 
130. 

February  22,  temperature  102°  to  104.8°,  pulse  108  to 
128. 

Hysterectomy,  ligation,  and  excision  of  both  spermatic 
veins  high  up.  Both  were  thrombosed,  the  process  extend- 
ing higher  up  in  the  left  vein.  Both  internal  hypogastric 
veins  were  exposed  anl  ligated,  and  a  good-sized  opening 
made  into  the  vagina.  Pelvis  packed  lightly  with  iodo- 
form gauze.  Uterus  showed  superficial  necrosis  with 
inflammation.  Veins  negative.  Patient  withstood  opera- 
tion remarkably  well. 

February  23,  temperature  102.2°  to  104°,  pulse  130 
to  140. 

February  24,  temperature  102°  to  103.6°,  pulse  120 
to  130.     No  distension;  passed  flatus. 

February  25,  temperature  101.2°  to  103.8°.  Com- 
plained of  pain  in  throat,  with  patches  on  tonsils  and 
pharynx.     Culture  showed  Klebs-Loffler  bacillus. 

February  27,  temperature  101.2°  to  102.4°,  pulse  126 
to  128. 

Klebs-Loffler  bacillus  in  culture  from  pharynx. 
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February  27,  temperature  102°  to  102.4°,  pulse  126 
to  140. 

February  28,  temperature  102.4°  to  105.8°,  pulse  120 
to  160. 

March  1,  4  A.  M.,  died.    No  autopsy. 

Comments.  It  looked  as  if  the  patient  had  a  good 
chance  of  recovery,  as  the  blood  culture  after  the  opera- 
tion was  negative,  when  a  pronounced  attack  of  pharyn- 
geal diphtheria  developed.  In  spite  of  antitoxin,  cultures 
from  the  throat  were  positive  until  she  died. 

Chorio-epithelioma;  septicemia  (streptococcemia) ;  hys- 
terectomy; death.  Case  3 — Mrs.  L.  L.,  aged  thirty-one 
years.  Married  five  years,  had  two  children,  one  three 
and  a  half  years  ago,  and  the  second  four  months  ago. 
Seen  in  consultation  by  me  March  18,  1910,  for  persistent 
uterine  bleeding.  Her  medical  attendant,  an  intelligent 
practitioner,  informed  me  he  had  delivered  the  patient 
at  term  with  instruments  four  months  before.  The  patient 
went  through  a  normal  puerperium,  but  the  flow  of  blood 
in  small  quantities  persisted  for  three  weeks.  It  then 
ceased  for  three  weeks,  when  it  recurred  and  continued 
off  and  on  for,  in  slight  amounts,  until  two  weeks  before, 
when  rather  a  sharp  hemorrhage  took  place.  He  then 
curetted  her,  removing  apparently  several  fragments  of 
placental  tissue.  This  put  a  stop  to  the  bleeding  for  some 
days,  when  it  recurred  again  slightly  with  rather  a  free 
flow  now  and  then.  On  the  night  previous  she  had  a  pro- 
fuse flow  of  blood.  I  found  a  strong,  healthy  looking 
woman,  inclined  to  obesity,  with  moderate  pallor  of  the 
lips.  She  was  nursing,  and  the  infant  seemed  to  be 
thriving  satisfactorily.  On  bimanual  examination  I  found 
the  uterus  enlarged  to  the  size  of  the  gravid  organ  at  about 
six  weeks.  The  cervix  was  patulous,  admitting  the  index 
finger  readily,  which,  on  exploring  the  uterine  cavity, 
detected  a  sessile  growth  on  the  anterior  surface  of  the 
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uterus,  near  the  left  horn,  corresponding  in  size  to  about 
a  fifty-cent  silver  coin,  raised  above  the  surface  about  one- 
fourth  of  an  inch,  and  presenting  on  its  surface  a  shallow- 
depression.  There  was  no  marked  hardness  of  the  growth. 
I  made  the  diagnosis  of  a  probable  chorio-epithelioma,  and 
stated  that  I  would  be  more  certain  of  the  diagnosis  had 
not  a  curettage  been  done  a  short  time  before.  I  argued 
a  placental  residue,  the  other  alternative  in  diagnosis, 
would  not  present  a  crater-like  excavation  on  its  surface. 
But  here  entered  the  element  of  doubt.  Could  not  the 
excavation  have  been  produced  artificially  by  the  curette? 
I  advised,  therefore,  her  entrance  into  Mt.  Sinai  Hos- 
pital, where  the  grovrth  could  be  removed  with  the  curette 
and  subjected  to  microscopic  examination.  This  was 
accordingly  done  on  the  same  day.  I  curetted  her  that 
afternoon  in  the  hospital,  without  anesthesia,  in  the 
presence  of  Dr.  F.  S.  Mandlebaum,  the  pathologist  of  the 
hospital.  The  curette  removed  so  much  tissue  that  looked 
like  ordinary  placental  tissue  that  both  he  and  I  thought 
that  it  was  an  ordinary  case  of  bleeding  from  placental 
remains.  Still  the  removed  products  were  prepared  in  the 
usual  way  for  microscopic  examination.  The  temperature, 
rectal,  before  the  curettage  was  100.8°,  pulse  108. 

March  19,  temperature  99°  to  100.4°,  pulse  100  to  108. 

March  20,  temperature  99.6°  to  100°,  pulse  96  to  100. 
No  bleeding. 

Report  from  the  pathologist  that  the  removed  tissue 
showed  nothing  more  than  normal  decidual  structures. 
Being  anxious  to  have  the  patient  return  to  her  nursing 
infant  as  soon  as  possible,  I  had  given  orders  to  have  her 
transported  home  in  the  ambulance.  On  the  following 
morning,  March  21,  just  as  the  patient  was  being  gotten 
ready  to  be  sent  home  she  had  a  moderate  flow  of  blood. 
She  was  taken  into  the  examining  room  and  the  interior 
of  the  uterus  gone  over  lightly  with  a  curette  on  the  sup- 
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position  that  a  small  fragment  of  tissue  might  have  been 
left  behind.  The  curette  did  not  bring  away  enough  tissue 
to  account  for  the  bleeding.  She  had  scarcely  been 
returned  to  her  bed  when  she  had  a  smart  hemorrhage,  and 
she  was  at  once  brought  back  to  the  examining  room  and 
the  uterus  packed  tightly  with  iodoform  gauze.  I  now 
felt  that  we  had  in  all  probability  to  do  with  a  malignant 
growth,  notwithstanding  the  report  from  the  laboratory, 
and  requested  that  a  further  examination  be  made  of  the 
tissue  removed  that  morning.  At  4  P.  M.  temperature  was 
102°  and  pulse  136.  Assuming  that  the  fever  was  due  to 
the  uterine  packing  the  house  surgeon  removed  two  pieces 
of  gauze  from  the  vagina,  under  the  belief  that  in  so  doing 
he  had  removed  all  the  gauze  that  had  been  employed  in 
packing.  March  22,  4  and  8  A.  M.,  temperature  99.4°, 
pulse  116 ;  4  P.  M.,  temperature  suddenly  rose  to  104°, 
pulse  120;  8  P.  M.,  temperature  105.6°,  pulse  134.  I  had 
seen  the  patient  in  the  morning  when  her  temperature 
was  normal,  and  concluded  that  the  temperature  of  the 
evening  before  was  due  to  retention  by  the  uterine  pack- 
ing, which  was  relieved  by  removal  of  the  gauze.  In  the 
evening  her  condition  was  reported  to  me,  and  I  imme- 
diately visited  the  patient.  On  specular  examination  I 
found  the  house  surgeon  had  only  removed  the  vaginal 
packing,  and  that  the  uterine  gauze  was  still  in  situ.  I 
removed  it  and  irrigated  the  uterus  with  alcohol,  50  per 
cent.  March  23,  8  A.  M.,  temperature  105.6°,  pulse  140. 
Vomited  once.  Blood  culture  taken.  Decided  to  remove 
the  uterus  as  soon  as  consent  could  be  obtained;  8  P.  M., 
temperature  103.8°,  pulse  148. 

Hysteeectomy.  Owing  to  the  patient  taking  the  an- 
esthesia poorly  and  to  the  great  abundance  of  fat  in  the 
abdominal  wall  and  in  the  subperitoneal  tissue  of  the 
pelvis,  it  was  not  feasible  to  carry  out  ligation  of  the 
pelvic  veins.     Patient  withstood  the  operation  very  well. 
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March  24,  8  A.  M.,  twelve  hours  after  operation,  tem- 
perature 103.2°,  pulse  140. 

March  24,  4  P.  M.,  chill;  temperature  106,4",  pulse 
140  to  180. 

March  25,  4  A.  M.,  patient  died. 

Notes  feom  the  Pathologicai,  Laboeatoby. 

March  18,  1910.  Specimen  of  retained  placenta  re- 
ceived. !N'otes  on  examination  are :  decidua  vs^ith  markedly 
atypical  cells,  some  very  large  with  giant  nuclei.  Diag- 
nosis is  in  doubt,  but  it  is  suspicious  of  malignant  change. 

March  23,  1910.  Uterus  received  for  examination. 
Organ  is  moderately  enlarged,  and  musculature  is  soft  and 
flabby.  Uterus  measures  9  cm. ;  wall  considerably  thick- 
ened, 18  by  25  mm.  Mucosa  shows  evidence  of  curettment. 
In  the  body  anteriorly  is  a  lenticular  ovid  tumor  occupy- 
ing the  site  of  the  mucosa,  and  the  tissues  immediately 
underneath  infiltrate  the  muscularis  for  about  1  to  2  cm. 
On  section  this  area  measures  3^  by  2  cm.,  and  is  com- 
posed of  soft,  hemorrhagic,  necrotic  tissue.  The  micro- 
scopic sections  of  the  uterine  tumor  show  the  so-called 
atypical  variety  (Marchand)  of  chorion  epithelioma.  In 
the  superficial  zone  there  is  extensive  necrosis,  hemor- 
rhage, and  conglomerate  masses  composed  of  atypical, 
acidophile  syncytium  and  cells  of  the  Langhan  type;  in 
the  deeper  layers  syncytial  masses  and  chorionic  wander- 
ing cells  of  bizarre  shape  penetrate  the  muscle  for  a  con- 
siderable distance,  and  are  also  found  free  in  the  blood 
sinuses. 

Diagnosis,  Chorion  Epithelioma. 

Abstract  from  Protocol  of  Autopsy,  1907,  performed  on 
March  25,  1910,  at  2  P.  M.,  by  Dr.  A.  E.  Cohn. 
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Case  of  Chokion  Epithelioma  with  Pulmonary 
Metastases. 

General.  Body  of  an  adult  adipose  female.  Pan- 
niculus  adiposus  well  developed.  Operative  incision  in 
the  median  line  above  the  symphysis  pubis,  about  15  cm. 
long. 

Lungs.  Both  are  voluminous,  pinkish-gray  in  color. 
Adhesions  between  lobes  and  between  lung  and  pleurae. 

Right  Lung.  Scattered  through  the  lung,  but  more 
especially  projecting  along  the  borders,  there  are  small 
tumor  masses  varying  in  diameter  from  3  to  10  mm.  On 
cut  section  they  project  sharply  above  the  surface  of  the 
lung,  and  are  sharply  circumscribed,  and  have  a  "port- 
wine"  and  a  somewhat  reticulated  appearance.  The  reti- 
culum is  grayish.  The  dependent  portions  of  the  lung 
are  congested.  There  is  no  consolidation;  no  tubercles; 
no  metastases.  The  bronchi  are  congested ;  the  pulmonary 
arteries  are  normal. 

Left  Lung.  Shows  lesions  similar  to  the  right,  except 
that  there  is  no  fibrinous  exudate  on  surface.  Altogether 
there  are  about  twelve  metastases  of  the  shape  and  size 
described. 

Heart.     Normal  in  size;  marked  fatty  overgrowth. 

Pericardium  is  normal. 

Right  auricle  is  somewhat  dilated,  but  not  the  right 
ventricle.  Marked  chiari  over  coronary  sinus.  Muscle 
is  flabby  and  pale.  Tricuspid  valve  admits  three  fingers 
and  is  normal.  The  mitral  valve  admits  two  fingers;  the 
edges  of  the  valve  are  retracted,  thickened,  but  shows  no 
recent  lesion.  The  aorta  shows  fairly  marked  atheroma. 
The  coronary  arteries  show  atheroma,  the  posterior  much 
less  than  the  anterior.     Foramen  ovale  closed. 

Liver.  Shows  slight  parenchymatous  and  fatty  degen- 
eration; otherwise  normal. 
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Spleen.  Slight  perisplenitis;  diffluent.  Lymphatic 
etructures  not  easily  made  out. 

KiDJTEYS.  Marked  parenchymatous  degeneration. 
Floor  of  the  pelvis  is  clean.  Some  bluish  discoloration 
along  line  of  suture.  Vesical  veins  shov7  no  abnormality. 
Inferior  vena  cava  in  its  lower  half  shows  no  thrombosis. 

Microscopical  Examination.  Metastases  in  the  lung. 
Tumor  mass  itself  composed  of  large  blood  sinuses,  to- 
gether with  necrotic  areas  into  which  there  has  been  hem- 
orrhage. Scattered  through  the  tumor,  but  especially  at 
the  periphery,  there  are  groups  of  cells  characterized  by 
irregularity  in  size  and  shape.  Nuclei  for  the  most  part 
are  large  and  vary  in  their  amount  of  chromatin;  some 
of  them  are  almost  vesicular,  and  others  show  a  dense  net- 
work. The  cell  bodies,  where  they  can  be  observed,  are 
irregular  in  shape  and  finely  granular.  A  number  of 
cells  show  karyorrhexis.  These  cells  are  for  the  most  part 
isolated,  having  only  a  slight  tendency  to  form  groups. 
A  number  are  vacuolated. 

The  diagnosis  of  chorion  epithelioma  is  made. 

Comment.  The  only  consoling  feature  in  the  above 
case  was  the  finding,  at  the  autopsy,  of  a  metastatic  growth 
in  the  lung,  showing  that  the  woman  was  doubtless  doomed. 
The  case  taught  the  lesson,  which  we  were  aware  of  before, 
that  the  microscopical  examination  of  the  curetted  material 
is  not  of  much  aid  in  the  diagnosis  of  chorioepithelioma. 
On  the  contrary,  it  may  be  misleading,  as  it  was  in  the 
foregoing  case.  In  two  prior  cases  we  made  the  diagnosis 
of  chorioepithelioma,  which  was  confirmed  by  the  micro- 
scope after  the  removal  of  the  uteri  on  clinical  data  and 
local  findings.  We  were  aided,  however,  in  those  cases 
by  the  fact  that  hydatid  moles  had  preceded  the  uterine 
bleedings.  In  this  case  no  such  history  obtained,  the  preg- 
nancy was  normal,  and  delivery  at  full  term,  with  a  normal 
placenta.     The  virulent  general  infection  doubtless  was 
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due  to  the  uterine  gauze  packing.  The  streptococci  were 
either  introduced  with  the  gauze,  or,  what  is  more  probable, 
they  were  present  in  the  ulcerating  surface  of  the  growth, 
and  the  packing  simply  favored  absorption  and  afforded 
the  bacteria  a  good  culture  medium  by  damming  back  the 
discharges.  Everything  seemed  to  work  against  the 
patient,  the  misleading  nature  of  the  microscopic  findings, 
the  oversight  of  the  house  surgeon,  the  obesity  of  the 
patient,  making  it  impracticable  to  ligate  the  deep  pelvic 
veins.  But  as  we  have  already  hinted  at,  even  had  every- 
thing gone  smoothly,  and  had  we  removed  the  uterus 
promptly  on  the  strength  of  our  clinical  diagnosis,  the 
probabilities  are  that  the  woman  would  have  succumbed 
within  a  few  months  to  the  rapid  development  of  the  pul- 
monary metastatic  growths. 

Ligation  and  excision  of  right  ovarian  vein  for  puerperal 
septic  thromhophlebitis;  death.^  Case  4 — Mrs.  R., 
aged  thirty-six  years;  V-para.  Admitted  to  Mt.  Sinai 
Hospital,  September  9,  1909;  delivered  twenty-eight  days 
before.  Five  days  after  delivery  fever  set  in,  which  per- 
sisted. After  admission  daily  fever  curve  ranged  from 
98°  to  105.4°,  pulse  from  90  to  130.  Blood  culture  after 
the  lapse  of  thirty-four  hours  showed  a  moderate  number 
of  streptococci.  Blood  count,  white  blood  cells,  20,400; 
polynuclear,  82  per  cent. ;  lymphocytes,  18  per  cent.  The 
general  condition  was  good.  Abdominal  and  pelvic  exam- 
ination negative.  Uterus  well  involved.  Diagnosis, 
septic  thrombophlebitis.  Operation  deferred  for  ten  days 
to  await  result  of  further  observation  and  palliative  treat- 
ment. September  13,  twenty-sixth  day  after  onset  of  fever 
and  thirty-one  days  after  delivery,  first  chill.  Condition 
steadily  growing  worse.     September  19,  ligation  and  ex- 

'  Case  reported  in  full  iu  American  Journal  of  Obstetrics,  vol. 
lix,  No.  3,  1909. 
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cision  of  right  ovarian  vein,  which  was  found  thrombosed 
and  the  size  of  one's  thumb.  The  thrombus  had  evidently 
reached  to  the  vena  cava.  Ligature  placed  as  near  the 
vena  cava  as  possible.  Temporary  improvement,  then  the 
same  course  as  prior  to  the  operation,  October  8,  death 
from  progressive  asthenia  nineteen  days  after  the  opera- 
tion and  fifty-two  days  after  the  onset  of  the  fever.  At 
the  autopsy  the  vena  cava  was  found  thrombosed  at  the 
site  of  entrance  of  the  right  ovarian  vein,  and  the  thrombo- 
phlebitis extending  downward  to  the  common  iliac  and 
down  its  tributaries  to  the  smallest  vessels.  The  uterus 
and  adnexa  were  found  normal. 

Comment.  The  above  was  a  genuine  case  of  septic 
thrombophlebitis,  starting  from  the  placental  site,  extend- 
ing up  the  right  spermatic  vein  to  the  vena  cava,  and  from 
there  descending  by  a  retrograde  process  to  the  veins  of 
the  left  lower  extremity.  The  operation  proved  futile,  as 
the  process  had  already  extended  to  the  vena  cava ;  in  other 
words,  it  was  resorted  to  at  a  too  late  period  of  the  disease. 
But  there  must  have  existed  a  considerable  period  of  time 
before  the  process  reached  the  vena  cava,  during  which 
the  excision  and  ligation  of  the  affected  vein  would  in  all 
probability  have  saved  the  woman's  life. 

Puerperal  septic  metritis  {streptococcic)  with  purulent 
foci;  septic  thrombophlebitis j  hysterectomy;  recovery. 
Case  5 — Mrs.  E.  S.,  aged  twenty  years,  married  twelve 
months,  was  seen  by  me  in  consultation  November  17, 
1909.  She  had  been  delivered  of  a  female  child  seven  days 
before.  The  labor  was  easy,  and  the  placenta,  apparently, 
was  spontaneously  expelled  entire.  Three  days  later  she 
had  a  chill,  followed  by  a  temperature  of  103°.  From 
then  on  she  had  had  repeated  chills  until  I  saw  her. 

I  found  the  patient  vdth  a  coated  tongue,  pulse  120, 
and  of  good  quality;  temperature,  104°,  the  uterus  reach- 
ing to  within  a  hand's  breadth  of  the  umbilicus.     There 
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was  a  slight  tear  of  the  perineum,  and  the  wound  was  cov- 
ered with  grayish  lymph.  The  cervix  was  quite  open,  and 
I  could  easily  explore  the  uterine  cavity  with  the  finger. 
I  found  placental  tissue  adherent  to  the  posterior  wall  of 
the  uterus.  There  was  no  exudate,  no  enlargement  of  the 
adnexa,  and  no  sign  of  peritonitis.  On  the  following  day, 
l^ovember  18,  she  was  admitted  into  Mt.  Sinai  Hospital. 
Her  temperature  on  admission  was  104°,  pulse  144. 
Shortly  afterward,  without  narcosis,  I  went  over  the  pos- 
terior wall  of  the  uterus  gently  with  a  sharp  curette,  re- 
moving a  moderate  quantity  of  placental  debris.  The 
uterine  cavity  was  then  irrigated  with  50  per  cent,  alcohol. 
The  patient  was  now  placed  on  appropriate  treatment, 
such  as  liberal  nourishment,  plenty  of  fresh  air,  alcohol 
in  moderate  doses,  and  ergot,  strychnine  and  quinine. 
November  19,  apparently  some  improvement ;  temperature 
99.4°  to  104.4°.  Pulse  108  to  120.  No  further  chills. 
From  this  date  until  November  25  the  daily  temperature 
ranged  from  99°  to  105.8°,  pulse  96  to  130.  Patient  felt 
poorly,  was  nauseated,  and  vomited  a  few  times.  Her 
tongue  was  heavily  coated,  the  local  condition  about  the 
same.  There  was  no  apparent  decrease  in  size  of  the 
uterus,  which,  in  addition  to  reaching  to  within  three 
inches  of  the  umbilicus,  filled  the  true  and  false  pelvis 
rather  fully.  Two  blood  cultures  taken  within  that  time 
proved  to  be  negative.  The  patient's  general  condition 
by  this  time  was  markedly  worse,  as  characterized  by  her 
appearance  and  the  character  of  her  pulse.  She  had  in- 
voluntary defecations.  An  intravenous  saline  infusion 
was  not  attended  with  any  improvement.  The  diagnosis 
was  made  of  a  large  septic  uterus  with  probable  septic 
thrombophlebitis,  and  the  opinion  entertained  that  the  only 
chance  lay  in  the  removal  of  the  septic  organ  with  as  much 
of  the  involved  veins  as  feasible.  This  was  accordingly 
done  on  the  morning  of  the  25th,  on  the  fifteenth  day  post- 
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partum.     On  opening  the  abdomen  the  omentum  was  seen 
covering  the  whole  of  the  fundus  of  the  uterus,  to  which 
it  was  found  slightly  adherent.     The  omentum  was  easily- 
separated  from  the  uterus,  which  was  soft  and  flabby, 
reaching  midway  to  the  umbilicus  and  mottled  all  over 
its  surface  with  grayish  patches.    The  adnexa  were  normal 
to  the  naked  eye,  but  the  peritoneal  covering  of  the  broad 
ligament  and  round  ligaments  was  moderately  edematous. 
The  entire  uterus  and  adnexa  were  removed  en  masse, 
care  being  taken  not  to  apply  any  instrument  to  the  uterus 
itself.     All  the  cutting  was  done  with  the  Paquelin  cau- 
tery, and  only  on  one  occasion,  when  passing  a  ligature 
about  the  right  round  ligament,  pretty  far  out,  was  there 
any  escape  of  purulent  fluid  from  the  needle  hole.     The 
right  spermatic  vein  was  seen  to  be  thrombosed  moderately 
high  up,  and  the  ligature  was  passed  above  the  thrombosed 
part  and  the  vein  excised  separately.     The  entire  opera- 
tion took   fifty-five   minutes.      The   patient  withstood   it 
without  any  apparent  shock.    During  the  two  days  follow- 
ing the  operation  the  temperature  ranged  from  102°  to 
104.6°.     Pulse  120  to  140.     The  striking  feature  of  the 
case  at  this  jDeriod  was  that  although  there  was  no  marked 
change  in  the  temperature  and  pulse  the  patient's  sub- 
jective symptoms  had  undergone  remarkable  improvement. 
She  lay  with  a  placid  countenance,  smiling,  and  saying 
she  felt  so  much  better.     There  was  no  vomiting,  and  no 
abdominal  distension.     Xo  laparotomized  patient  that  I 
have  seen  was  so  free  from  postoperative  subjective  symp- 
toms as  this  patient  seemed  to  be.     The  temperature  until 
December  1  (six  days  after  operation)  ranged  from  99.8° 
to  103.6°.    Pulse  104  to  120.     The  abdominal  wound  was 
now  inspected,  and  was  found  to  have  undergone  suppu 
ration  down  to  the  fascia.     From  December  1  and  on  the 
temperature  in  the  evening  ran  in  the  neighborhood  of 
101°,  due  to  the  condition  of  the  abdominal  wound.     The 
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patient  was  allowed  out  of  bed  December  19.  She  left 
the  hospital  in  January.  The  abdominal  wound  healed, 
and  she  was  the  picture  of  good  health.  The  uterus  at 
the  time  of  removal  corresponded  in  size  to  the  gravid 
organ  at  about  four  months.  It  was  very  soft,  and  pre- 
sented on  its  surface  numerous  purulent  foci,  varying  in 
size  from  a  split  pea  to  a  kidney  bean.  Microscopically 
there  was  noted  marked  narcosis  of  the  entire  uterine  wall, 
with  great  abundance  of  streptococci  everywhere.  The 
right  spermatic  vein,  which  had  been  excised,  showed  a 
degenerated  clot  studded  with  streptococci. 

Acute  puerperal  septic  infection,  vagino-pelvic  sup- 
purating sinus;  hysterectomy ;  high  ligation  of  right 
spermatic  veiri;  recovery.  Case  6 — Mrs.  R.,  aged  twenty- 
four  years,  was  delivered  with  forceps  of  her  second  child, 
April  1,  1909.  Her  first  delivery,  three  years  before,  was 
normal,  and  she  made  a  good  recovery.  The  second  de- 
livery was  effected  by  a  very  careful  and  capable  obste- 
trician, who  exercised  his  usual  care  in  asepsis.  The  nurse 
in  attendance,  however,  was  untrained  and  unreliable. 
The  day  following  delivery  the  patient  had  a  temperature 
varying  from  102°  to  105°  and  a  pulse  of  110  to  120. 
This  condition  persisted  until  April  3  (three  days  after 
delivery),  when  I  saw  her  in  consultation.  I  found  a 
strong,  robust  woman,  uterus  fairly  well  contracted,  but 
on  exploring  with  finger  found  considerable  placental 
tissue  at  the  placental  site;  no  mass  in  the  pelvis.  Tem- 
perature, 105° ;  pulse,  110,  of  good  quality. 

That  night,  under  anesthesia,  gently  curetted  uterus, 
removing  considerable  placental  tissue.  Irrigated  uterine 
cavity  with  alcohol  50  per  cent. 

April  4,  temperature  100°  to  101°,  pulse  90  to  110. 

April  5,  chill;  temperature  104',  pulse  120. 

April  6,  temperature,  105°,  pulse  120;  looks  very  ill, 
tongue  coated  and  tremulous,  abdomen  slightly  distended. 
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Examination  negative.  Entered  into  Mt.  Sinai  Hospital 
as  a  private  patient.  Here  she  was  placed  on  the  usual 
medical  treatment  for  septic  infection  with  an  abundance 
of  fresh  air,  provided  by  a  wide  open  window. 

April  6  to  9,  temperature  99°  to  103°,  pulse  108  to  120. 
Blood  culture  negative.  On  vaginal  examination  to-day 
noticed  an  escape  of  pus  from  the  vagina,  which  was  in- 
creased by  pressure  being  made  over  the  uterus.  On 
inspection  with  specula  noticed  an  elevation  in  the  vaginal 
wall  on  the  right  side  about  an  inch  from  the  introitus, 
pus  was  seen  escaping  from  a  small  opening  in  the  centre 
of  the  elevation.  A  free  incision  was  made  over  this,  and 
about  four  ounces  of  pus  escaped.  The  finger  entering 
this  incision  passed  backward  and  downward  to  the  bony 
structure  of  the  pelvic  wall.  The  incision  was  dilated 
with  forceps  and  more  pus  escaped.  The  tract  was  irri- 
gated with  lysol  solution,  one-half  of  1  per  cent.,  and 
packed  lightly  with  iodoform  gauze. 

April  12.  Since  above  temperature  ranging  from  99° 
to  103°,  pulse  88  to  104.  Assuming  that  the  paravaginal 
abscess  was  not  draining  satisfactorily,  under  narcosis, 
dilated  the  tract  with  uterine  dilator ;  no  pus  escaped.  The 
cervix  was  now  dilated  and  a  large  quantiy  of  thick, 
creamy  pus  escaped.  The  uterine  cavity  was  irrigated 
and  drainage  tube  inserted,  fastening  it  by  a  suture  to  the 
cervical  os. 

April  13,  temperature  102°  to  106°,  pulse  102  to  150. 

April  14,  temperature  102.8°  to  105.6°,  pulse  102  to  150. 
Condition  bad.  Delirious  most  of  the  time.  Still  consid- 
erable pus  escaping  from  the  uterus.  Assuming  that  we 
were  dealing  with  an  intramural  abscess,  decided  to  extir- 
pate the  uterus ;  8  P.  M.,  abdominal  panhysterectomy. 

The  adnexa  were  normal  in  appearance.  There  was 
no  exudate.  The  right  ovarian  vein  was  enlarged  and 
tortuous,  but  not  thrombosed.  It  was  ligated  high  up, 
near  the  vena  cava  and  excised.     It  was,  unfortunately, 
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not  examined  for  bacteria.  The  uterus  was  well  involuted 
and  appeared  perfectly  normal.  E'o  abscess  was  found  in 
its  walls.  The  iliac  veins  were  palpated,  but  no  thrombosis 
was  detected.  The  lower  part  of  the  pelvis  was  loosely 
packed  with  iodoform  gauze,  the  end  of  which  was  led 
into  the  vagina.  Operation  took  about  one  hour,  and  the 
patient  stood  it  very  well. 

To  condense  the  long  postoperative  history,  from  April 
14,  the  day  of  the  operation,  until  April  29,  the  tempera- 
ture ranged  from  102°  to  105°,  and  on  five  different  days 
rose  as  high  as  106.4°,  with  a  severe  chill  on  April  17. 
The  pulse  ranged  from  120  to  140,  but  remained  of  fair 
quality.  The  delirium  persisted.  On  inspecting  the  ab- 
dominal wound  on  the  eighth  day  the  edges  fell  apart, 
showing  that  healing  had  not  taken  place.  It  looked  pale 
and  was  a  dirty-brown  color.  It  was  only  a  week  later 
that  healthy  granulations  began  to  appear.  The  outlook 
was  very  dark,  and  it  did  not  seem  that  the  patient  could 
survive.  In  addition  to  the  delirium  she  was  very  obstrep- 
erous, and  she  absolutely  would  not  permit  a  blood  culture 
to  be  taken. 

April  29  to  May  4,  temperature  98.5°  to  103°,  pulse 
114  to  120. 

May  5,  temperature  99.8°  to  104.8°,  pulse  108  to  140. 

May  6  to  14,  temperature  99°  to  102.6°,  pulse  106  to 
120. 

May  15  to  17,  temperature  99°  to  103°,  pulse  118  to 
120. 

May  20  to  28,  temperature  100°  to  105°,  pulse  106  to 
120.    No  cause  could  be  assigned  to  this  rise. 

From  May  29  temperature  fell  to  normal  and  pulse 
ranged  from  80  to  100,  the  patient  now  making  steady 
progress  to  a  satisfactory  convalescence.  Although  she 
complained  a  great  deal  from  pain  in  the  calves  of  the  legs 
and  her  feet  no  swelling  nor  phlebitis  was  evident. 
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Comment.  It  is  difficult  to  place  the  above  case  in  any 
group.  There  was  no  thrombophlebitis  nor  evidences  of 
pyemic  foci.  The  uterus  looked  normal.  The  vaginal 
sinus,  although  suppurating  freely,  was  widely  laid  open, 
and  there  was  no  retention.  The  only  blood  culture  taken 
was  negative.  Still  there  was  a  severe  grade  of  sepsis,  as 
manifest  by  the  temperature  and  pulse  range  and  the 
nervous  disturbances.  It  must  be  freely  confessed  that 
as  far  as  one  could  judge  the  operation  had  not  the  slightest 
effect  one  way  or  the  other,  the  high  fever  range,  the 
rapid  pulse,  and  the  nervous  manifestations  went  on  in 
the  same  way  as  before  the  operation.  The  woman  pos- 
sessed a  powerful  build,  was  young,  evidently  had  a  strong 
constitution,  which  had  not  been  weakened  by  a  life  of 
ease  and  luxury,  and  in  our  opinion  she  owed  her  victory 
in  the  severe  and  prolonged  struggle  more  largely  to  these 
attributes  than  what  we  did  for  her  in  the  combination  of 
surgical,  medical,  and  hygienic  measures. 

Traumatic  rupture  of  uterus  with  severe  mutilation  of 
cervix  and  vaginal  walls  and  pelvic  structures;  hyster- 
ectomy; recovery.  Case  7 — S.  T.,  aged  twenty-five 
years,  I-para,  admitted  into  Mt.  Sinai  Hospital,  Feb- 
ruary 3,  1910.  Had  been  delivered  instrumentally 
that  morning  after  a  long  and  tedious  labor.  Shortly 
afterward  she  went  into  collapse  and  was  transported 
to  the  hospital.  On  admission,  at  2  P.  M.,  she  was 
moderately  blanched,  with  a  very  small,  feeble  pulse 
of  120.  The  vaginal  walls  were  deeply  lacerated  and 
bruised,  and  the  examning  finger  found  tears  laterally 
leading  to  the  bony  structures  of  the  pelvis.  The 
entire  posterior  vault  of  the  vagina  was  torn  away  from 
the  cervix,  and  the  whole  hand  could  easily  be  introduced 
into  the  Douglas  cul-de-sac.  The  cervix  was  bruised  and 
torn  in  many  places,  one  of  the  tears,  that  in  the  right 
side,  seemed  to  extend  into  the  broad  ligament.     "With 
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such  extensive  injuries  to  the  vagina  and  the  uterus  in- 
flicted under  conditions  which  were  more  likely  to  be 
septic  than  aseptic,  it  was  deemed  that  the  patient's  chance 
for  recovery  would  be  increased  by  the  removal  of  the 
uterus  and  by  draining  widely  the  vaginal  and  pelvic 
tissues.  But  the  patient's  condition  for  major  surgical  in- 
tervention was  anything  but  promising.  With  the  hope 
of  bettering  this  an  intravenous  saline  infusion  was  given. 
The  infusion  and  the  stimulation  were  attended  with  only 
ephemeral  benefit.  It  was  concluded,  therefore,  that  hem- 
orrhage must  be  going  on  within  the  abdomen,  although 
none  escaped  from  the  vagina,  a  circumstance  which  we 
could  not  then  explain,  as  there  was  a  large-sized  rent  ex- 
isting between  the  posterior  vaginal  vault  and  the  general 
peritoneal  cavity;  6  P.  M.,  condition  growing  worse,  pulse 
scarcely  perceptible  at  the  wrist,  pallor  of  superficial 
mucous  membranes  appreciably  increased.  Decided  not 
to  defer  operation  any  longer. 

Abdominal  Panhystekectomy.  On  opening  the  ab- 
domen some  blood  clots  were  found  within  the  intestinal 
coils,  and  now  it  was  discovered  why  with  symptoms  of 
continued  loss  of  blood  none  appeared  in  the  vagina.  The 
tear  in  the  right  fornix  extended  into  the  base  of  the 
broad  ligament,  lacerating  some  of  the  venous  plexuses, 
and  the  blood  was  being  effused  into  the  loose  cellular 
tissue  of  the  ligament,  forming  a  blood  tumor  the  size  of  a 
fetal  head.  After  extirpating  the  uterus,  the  blood  tumor 
was  evacuated  and  the  bleeding  points  ligated,  the  lower 
pelvic  cavity  packed  lightly  with  iodoform  gauze.  The 
vaginal  sinuses  were  kept  wide  open  with  gauze  packing, 
and  an  intravenous  saline  infusion  was  given  on  the  operat- 
ing table.  The  patient's  pulse  improved  promptly,  and 
the  improvement  was  now  permanent.  The  patient  made 
a  satisfactory,  though  tedious,  recovery,  owing  to  the  sup- 
purating and  sloughing  of  the  lacerated  vaginal  walls  and 


278  PUERPERAL  SEPTIC  INFECTION 

bruised  cellular  tissue.  Convalescence  was  further  pro- 
longed by  a  severe  cystitis,  no  doubt  the  result  of  the  trau- 
matism at  delivery.  She  was  discharged  April  14,  ten 
weeks  after  admission,  in  a  fairly  good  condition,  with 
the  vaginal  sinuses  almost  healed,  and  with  a  rectovaginal 
fistula  just  inside  the  introitus.  She  is  to  return  for  the 
repair  of  this  when  she  has  fully  regained  her  strength, 
and  when  the  sinuses  are  completely  cicatrized  over. 

Comment.  There  is  not  much  to  be  added  to  that  con- 
tained in  the  text  of  the  report.  The  subsequent  course 
of  events  warranted  the  assumption  prior  to  the  operation 
that  the  patient  would  under  the  circumstances  have  a 
better  chance  for  her  life  by  removing  the  ruptured  and 
bruised  uterus,  which  had  probably  been  infected  also. 
The  events  in  the  case  presented  also  a  striking  confirma- 
tion of  the  soundness  of  the  writer's  attitude  regarding 
the  so-called  shock  due  to  profuse  intraperitoneal  hemor- 
rhage in  ruptured  ectopic  pregnancy.  Here  we  had  acute 
anemia  plus  the  shock  caused  by  extensive  and  severe  trau- 
matism to  uterus  and  pelvic  structures.  Means  to  combat 
shock  and  the  loss  of  blood  had  only  a  temporary  effect 
until  the  bleeding  was  arrested  by  surgical  methods. 


DISCUSSION  OF  THE  PAPERS  OF  DRS.  POLAK 
AND  VINEBERG. 

Dr.  E.  W.  Gushing. — I  would  like  to  add  a  word  or  two  to 
what  I  have  already  said  in  regard  to  the  preparation  of  these 
vaccines.  I  hope  some  of  the  members  will  try  them,  but 
the  rules  which  Wright  has  given  for  making  them  do  not 
enable  us  to  make  the  most  efficacious  vaccines  because  he 
steriUzes  them  too  long.  It  has  been  found  that  sterilization 
for  fifteen  minutes  at  a  temperature  of  60°  C.  is  sufficient; 
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that  if  they  are  sterilized  much  longer,  or  as  Wright  recom- 
mends, their  efficacy  seems  to  be  very  much  diminished. 

Our  secretary  asked  me  to  get  from  Dr.  Leary  the  results 
from  the  use  of  vaccines  made  by  him  for  various  physicians 
in  and  around  Boston,  There  are  about  one  hundred  of 
them  including  mine,  with  a  mortaUty  of  some  six  per 
cent.,  and  these  were  pretty  severe  cases.  Physicians  do  not 
send  in  for  vaccines  unless  things  are  going  badly.  These 
results  are  on  the  whole  better  than  the  average  results 
obtained  by  other  methods  of  treatment. 

Dr.  Frederick  J.  Taussig. — Three  months  is  too  short  a 
time  to  speak  with  authority  of  any  results  from  the  use  of 
vaccine  treatment,  but  in  the  absence  of  other  statements 
I  will  mention  my  own  results.  They  are  based  entirely  upon 
work  done  in  connection  with  cases  of  chronic  endocervicitis. 
The  best  results  have  been  obtained  in  chronic  cases,  and 
the  absence  of  any  good  form  of  treatment  for  cervical  catarrh 
has  induced  me  to  try  experimentally  the  use  of  these 
vaccines.  I  have  used  only  the  Staphylococcus  albus 
vaccine  (Parke,  Davis  &  Co.)  and  my  experience  extends 
over  eleven  cases,  with  seventy-three  injections.  On  the 
whole  the  results  have  been  fairly  satisfactory,  in  so  far  that 
in  seven  of  these  cases  there  has  been  a  very  decided  dim- 
inution of  the  discharge,  and  the  remainder  of  the  cases  have 
not  been  under  treatment  sufficiently  long  to  speak  of  the 
results.  I  started  usually  with  injections  of  1,000,000  and 
gradually  ran  it  up  to  the  full  tube  containing  400,000,000 
of  the  cocci.  Whether  these  results  will  be  permanent  or 
not,  further  investigation  will  have  to  decide. 

Dr.  Hiram  N.  Vineberg. — I  would  hke  to  say  a  word  or 
two  in  reference  to  Dr.  Polak's  paper.  The  doctor's  results 
in  streptococcemia  have  been  so  remarkable  that  I  think  he 
ought  to  give  us  exactly  the  method  followed  in  the  bacterio- 
logical examinations.  I  know  that  he  has  not  made  these 
examinations  himself,  and  a  good  deal  depends  upon  the 
bacteriologist  who  makes  them.  From  the  seventeen  cases 
reported,  I  understand  there  were  only  two  that  died.  That 
would  be  an  unusual  percentage  of  recovery  from  strepto- 
coccemia. I  do  not  know  of  any  statistics  that  will  compare 
with  these  by  any  other  form  of  treatment.  It  is  true 
thrombophlebitis  is  a  cause  of  death  in  a  large  number  of 
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cases.  I  think  that  has  been  pretty  well  demonstrated  in 
the  various  pathological  institutes  abroad,  both  in  Ham- 
burg and  Leipsig,  where  out  of  about  fifty  cases  there  were 
twenty-four  due  to  septic  thrombophlebitis  and  nothing 
else.  Hence,  I  cannot  believe  that  any  form  of  non-surgical 
treatment  would  be  attended  with  uniformly  good  results; 
certainly,  posture  cannot  influence  very  much  the  progress 
of  septic  thrombophlebitis. 

Dr.  I.  S.  Stone. — I  do  not  want  Dr.  Polak  to  think  that 
because  many  of  us  do  not  discuss  his  paper  we  have  nothing 
to  say  on  the  subject,  for  what  he  said  was  satisfaetory  to  me, 
and  I  do  not  think  I  ought  to  take  any  great  amount  of  time 
in  going  over  the  subject  because  he  has  handled  it  in  a 
masterly  manner.  It  is  not  my  habit  to  congratulate  a 
speaker  because  he  reads  a  good  paper,  and  I  do  not  do  so  on 
this  occasion  except  to  say  that  the  subject  was  well  covered 
from  my  standpoint.  There  are  one  or  two  points,  however, 
which  are  debatable.  One  of  them  is  the  Pryor  method  of 
treating  supposed  collections  of  pus  or  going  after  the  source 
of  infection  which  may  have  migrated  through  the  uterus  or 
peritoneum,  or  through  the  glandular  structures  or  peri- 
toneum beyond.  I  have  heard  Dr.  Pryor  explain  that,  and 
we  all  know  it  and  have  tried  it.  Theoretically,  I  do  not 
understand  why  very  much  execution  can  be  done  in  that 
direction.  In  the  first  place  I  have  gotten  entirely  away 
from  using  gauze  in  the  peritoneum  anywhere  except  for  the 
suppression  of  hemorrhage.  If  we  want  to  drain  the  pelvic 
cavity  why  not  open  it  up  in  the  same  way  as  proposed  by 
Pryor  and  put  in  large  drainage  tubes  which,  if  fenestrated, 
wiU  enable  the  seropus  to  escape.  It  must  be  a  rare  occasion 
when  we  ought  to  open  the  abdomen  in  any  case  of  strepto- 
coccis  infection.  It  has  been  tried  in  Washington  as  else- 
where, and,  I  am  sorry  to  say,  that  I  have  to  endorse  what 
Dr.  Vineberg  has  said,  namely,  that  most  of  the  patients  have 
died.  One  thing  has  been  accomplished  by  ligating  the 
pelvic  veins;  the  temperature  has  been  reduced,  and  when 
the  patient  has  revived  from  the  shock  of  the  anesthetic, 
conditions  seem  to  improve.  Yet  there  may  be  other 
thrombi  proceeding  to  suppuration,  and  we  cannot  possibly 
hope  to  get  rid  of  them  all  by  tying  the  iliac  or  any  other 
veins  which  might  prove  to  be  within  reach. 

I  wish  again  to  endorse  Dr.  Polak's  paper. 
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Dr.  Polak  (closing). — This  was  an  exceptional  series  of 
cases  to  me,  for  of  the  many  septic  cases  which  we  have  seen 
in  the  past  two  or  three  years,  this  series  of  two  hundred 
consecutive  cases  has  been  the  most  remarkable  and  I 
attribute  the  results  to  the  fact  that  the  expectant  case  was 
scientific.  The  cultures  were  made  by  a  careful  bacteriolo- 
gist, a  man  who  is  paid  a  permanent  salary  as  pathologist 
to  the  hospital.  The  cultures  were  made  day  after  day  in 
these  cases  and  given  their  clinical  significance.  In  the  first 
two  weeks  we  would  frequently  get  negative  cultures.  It 
was  exceptional  to  get  positive  cultures  in  the  first  week 
in  any  of  these  cases.  In  only  three  women  we  found 
positive  streptococci  in  tbe  blood  in  the  first  week  of  the 
infection.  This  shows  one  thing,  that  these  cases  were  not 
of  the  hemolytic  type.    This  point  ought  to  be  made  clear. 

My  own  feeling  about  sepsis  is  that  streptococcic  invasion 
is  frequently  due  to  faulty  manipulation  and  extension  of  the 
streptococcus,  and  that  unless  it  is  of  the  extremely  virulent 
type,  nature  has  a  faculty  of  isolating  the  cocci  within  the 
uterus  and  confining  the  sepsis  on  the  inside  of  the  uterus. 
I  called  attention  to  the  permeability  of  iodine  in  the  treat- 
ment of  these  acute  cases.  The  uterus  after  being  digitally 
explored  was  packed  with  gauze  soaked  in  tincture  of  iodine, 
leaving  this  packing  in  for  twenty  to  thirty  minutes.  The 
gauze  comes  out  perfectly  white,  showing  that  the  iodine 
has  penetrated  the  structures. 

One  other  point  is  in  reference  to  thrombophlebitis.  Per- 
sonally, in  this  series  of  cases  I  have  not  observed  a  single 
case  in  which  there  was  thrombophlebitis  of  the  ovarian 
veins.  Five  of  the  cases  reported  were  cases  of  thrombo- 
phlebitis of  the  femoral  vein.  These  are  extensive  cases 
which  we  can  diagnose  and  should  leave  alone.  In  the  early 
cases  I  could  not  find  thrombophlebitis,  and  I  believe  them 
to  be  a  result  of  faulty  manipulation  rather  than  an  extension 
of  sepsis  if  this  infection  is  left  to  itself,  and,  finally,  when 
it  does  occur  it  is  protective. 


IS  PUBIOTOMY  A  JUSTIFIABLE  OPERATION? 

SECOND  COMMUNICATION"    BASED   UPON  A   SEEIES   OF 
TWENTY-FIVE   SUCCESSFUL   CASES. 

By  J.  Whitbidge  Williams. 
Baltimore,  Md. 


In  a  report  made  to  this  Society,  in  1908,  based  upon 
13  successful  operations,  I  held  that  pubiotomy  had  a 
distinct  field  of  usefulness  under  certain  definite  condi- 
tions. Since  that  time  12  additional  operations  have  been 
performed  in  my  service,  making  a  total  of  25.  More- 
over, 7  of  the  women  who  had  been  subjected  to  pubi- 
otomy have  subsequently  been  delivered,  and  I  have  been 
able  to  re-examine  22  of  the  patients  at  periods  of  from 
three  months  to  two  years  after  operation. 

On  this  occasion  I  shall  consider  in  the  first  place  the 
immediate  results  of  the  operation  both  for  the  mother 
and  child,  and  then  take  up  its  remote  effect  upon  the 
general  health  and  industrial  efficiency  of  the  former,  and 
its  influence  upon  the  course  of  subsequent  pregnancy  and 
labor.  I  shall  then  review  the  recent  literature  upon  the 
subject,  and  finally  consider  the  technic  and  indication  for 
the  operation  as  developed  by  my  own  experience  and 
literary  studies. 

In  the  12  cases  here  reported  ^  there  were  no  maternal 

'  Histories  at  end  of  article. 


J.  WHITRIDGE  WILLIAMS  283 

or  fetal  deaths,  so  that  in  the  entire  series  of  25  opera- 
tions all  of  the  mothers  and  22  of  the  children  were  saved, 
and  it  may  be  added  that  the  death  of  only  1  of  the  latter 
could  be  attributed  to  the  operation,  namely,  Case  V  of 
the  previous  series. 

On  analyzing  the  histories  of  the  25  operations,  one 
finds  that  12  of  the  patients  were  primiparous  and  13 
multiparous,  while  9  were  white  and  16  black.  Moreover, 
the  accompanying  table  shows  the  incidence  of  the  several 
varieties  of  contracted  pelvis  and  their  partition  between 
the  two  races. 

No.  Cases    White    Black 

Generally  contracted  rhachitic 14  2  12 

Generally  contracted   funnel    3  2  1 

Generally  contracted  1  . .  1 

Simple  flat   3  3 

Flat  rhachitic   2  . .  2 

Typical   funnel    2  2 

25  9  16 

Thus,  it  appears  that  rhachitic  pelves  were  noted  in 
only  2  of  the  9  white  patients,  as  compared  with  14  of  the 
16  black  patients,  an  incidence  of  22  and  87^  per  cent., 
respectively.  In  the  20  cases  presenting  the  usual  types 
of  pelvic  deformity  the  conjugata  vera  varied  from  7  to 
8.75  cm.,  whereas  in  the  3  generally  contracted  funnel 
pelves  the  distance  between  the  tubera  ischii  measured  7 
to  7.75  cm.,  and  was  7  cm.  in  the  2  typical  funnel  pelves. 

In  the  entire  series  there  was  1  transverse,  4  breech  and 
20  vertex  presentations ;  in  the  latter  category  the  positions 
noted  were  as  follows :  L.  O.  A.,  3 ;  L.  O.  T.,  6 ;  E.  O.  T., 
6,  and  R.  O.  P.,  5,  thus  indicating  that  in  55  per  cent, 
of  the  cases  the  occiput  was  directed  toward  the  right  side. 
Moreover,  the  fact  that  anterior  positions  were  noted  in 
only  15  per  cent,  of  the  cases  clearly  emphasizes  the  effect 
of  the  pelvic  abnormality  upon  the  location  of  the  head. 
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Ordinarily,  the  operation  was  not  undertaken  until  a 
long  test  of  the  second  stage  had  demonstrated  that  Nature 
was  unable  to  overcome  the  disproportion  between  the  size 
of  the  head  and  the  pelvis,  the  average  duration  of  the 
second  stage  being  three  and  one-half  hours.  In  5  cases, 
on  the  other  hand,  interference  was  effected  earlier.  Thus, 
in  Case  XXI,  in  which  the  child  presented  transversely, 
the  operation  was  undertaken  one  hour  after  complete 
dilatation  of  the  cervix,  and  a  large  child  readily  delivered 
by  version  and  extraction ;  while  in  Cases  VII,  IX,  XVII, 
and  XVIII  interference  seemed  indicated  before  the 
cervix  had  become  completely  dilated.  In  these  cases  the 
external  os  varied  from  5  to  8  cm.  in  diameter,  and  was 
dilated  manually  before  undertaking  the  pubiotomy.  In 
Cases  IX  and  XVII  interference  was  called  for  by  ex- 
haustion on  the  part  of  the  mother,  as  indicated  by  a  rise 
in  the  pulse  rate  to  120  or  more  and  a  slight  elevation  in 
temperature.  In  Case  VII  manual  dilatation  of  the 
cervix  and  completion  of  labor  seemed  justified  on  account 
of  the  prolapse  of  a  foot  and  its  protrusion  from  the  vulva, 
while  in  Case  XVIII  interference  appears  to  have  been 
unjustified.  In  this  instance  the  patient  was  a  multipara 
whose  pelvis  was  of  the  generally  contracted  rhachitic 
type,  with  a  diagonal  conjugata  of  9.75  cm.  She  had 
previously  gone  through  several  difficult  labors,  and  having 
lost  the  children  was  most  anxious  for  a  live  child.  As 
her  pulse  became  somewhat  rapid  manual  dilatation  of  the 
very  soft  cervix  was  undertaken  when  it  had  attained  a 
diameter  of  5  cm.  This  was  readily  accomplished  and  a 
small  child,  weighing  2080  gm.,  delivered  after  pubi- 
otomy and  an  easy  forceps  operation.  In  this  instance  the 
operation  was  not  justified,  and  was  done  under  a  mis- 
apprehension concerning  the  size  of  the  child,  which 
appeared  much  larger  before  delivery. 

In  all  but  the  first  case,  in  which  the  technic  of  Gigli 
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was  employed,  the  pubiotomy  was  done  by  Doederlein's 
subcutaneous  method.  In  every  instance  the  child  was 
delivered  immediately  after  sawing  the  bone,  for  the 
reason  that  the  operation  had  been  deferred  until  de- 
manded by  the  appearance  of  some  indication  for  prompt 
delivery  on  the  part  of  the  mother  or  child,  or  until  a  pro- 
longed second  stage  had  shown  that  nature  was  unable  to 
complete  the  task.  Delivery  was  effected  by  forceps  in  18, 
by  breech  extraction  in  4,  by  podalic  version  from  head 
presentations  in  2,  and  by  version  from  a  transverse  presen- 
tation in  1  case.  Moreover,  in  the  hope  of  preventing 
injury  to  the  soft  parts  the  vaginal  outlet  was  freely 
dilated  with  the  hand  before  severing  the  pubic  bone. 

Serious  hemorrhage  was  noted  only  in  Case  V,  which 
was  complicated  by  a  deep  communicating  vaginal  tear, 
following  the  breach  extraction  of  a  4050  gm.  child.  The 
patient  was  put  back  to  bed  considerably  shocked,  but 
eventually  made  a  satisfactory  recovery. 

Perineal  tears  were  noted  in  3  primiparse  and  3  mul- 
tiparas. In  five  instances  they  were  slight,  but  in  Case 
V,  already  mentioned,  the  tear  was  deep.  All  were  repaired 
immediately  and  healed  by  first  intention.  Communicat- 
ing vaginal  tears  were  noted  in  5  instances,  once  in  the 
first  and  four  times  in  the  present  series.  Three  occurred 
in  primiparse  and  2  in  multiparse,  and  with  one  exception 
were  immediately  repaired  and  healed  without  difficulty. 
All  but  1  of  the  women  so  injured  had  fever,  which 
was  moderate  in  2  and  severe  in  2  cases.  Of  the  latter, 
Case  V  was  seriously  ill,  while  Case  XXII  had  a 
temperature  of  103.2°,  but,  as  intra-uterine  cultures 
showed  the  existence  of  a  gonorrheal  affection,  it  could  not 
necessarily  be  connected  with  the  lesion. 

As  far  as  I  can  ascertain  the  method  by  which  delivery 
is  effected  has  only  a  slight  influence  upon  the  production 
of  such  tears,  as  2  of  them  complicated  seven  breech  ex- 


286      IS  PUBIOTOMY  A  JUSTIFIABLE  OPERATION 

tractions,  and  3  occurred  during  the  course  of  eighteen 
forceps  deliveries.  Moreover,  it  would  appear  that  in  not 
a  few  instances  the  tear  might  have  been  avoided  had 
horizontal  instead  of  upward  traction  been  made  while 
delivering  the  head  through  the  vulva. 

In  no  instance  was  the  bladder  injured,  nor  did  the 
patients  at  any  time  pass  bloody  urine,  while  catheteriza- 
tion was  necessary  in  only  6  cases.  In  3  instances  it  was 
limited  to  the  day  of  operation,  while  in  only  1  of  the 
remaining  cases  was  it  continued  for  more  than  a  few 
days.  With  the  exception  of  Case  V,  none  of  the  patients 
was  seriously  ill  during  the  puerperium,  and  the  ma- 
jority apparently  suffered  but  little.  In  many  instances 
they  turned  spontaneously  in  bed  the  day  after  operation, 
and  were  anxious  to  sit  up  at  the  expiration  of  a  few  days. 
Several  got  out  of  bed  during  the  first  week,  in  the 
absence  of  a  nurse,  but  sustained  no  injury  from  so  doing. 
Ordinarily  the  patients  were  kept  in  bed  for  three  weeks 
and  discharged  at  the  end  of  the  fourth,  although  my 
experience  seems  to  show  that  so  long  a  rest  in  bed  is  not 
necessary  and  will  be  shortened  in  the  future. 

During  the  puerperium  14  of  the  25  patients  presented 
a  temperature  of  100.5°  or  over — 56  per  cent.,  although 
with  one  exception  none  of  them  appeared  seriously  ill. 
Thus, 

In  5  cases  the  temperature  varied  from  100.5°  to  100.9° 
In  7  cases  the  temperature  varied  from  101°  to  102° 
In  1  case  the  temperature  reached  102.5° 
In  1  case  the  temperature  reached  103.2° 

In  the  last  instance  it  is  doubtful  whether  the  fever 
should  be  ascribed  entirely  to  the  operation,  as  gonococci 
were  demonstrated  in  the  uterine  lochia.  In  all  patients 
there  was  a  certain  amount  of  edema  about  the  vulva 
for   the   first   few  days  following  the   operation,   which. 
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however,  disappeared  spontaneously.  In  Cases  I  and  IV 
quite  a  marked  hematoma  developed  in  the  labium  ma  jus 
on  the  side  of  operation,  while  in  Cases  VII  and  XVII 
the  convalescence  was  complicated  by  a  mild  phlebitis. 

On  discharge  at  the  end  of  the  fourth  week  the 
skin  incision,  as  well  as  any  tears  which  might  have 
occurred  during  delivery,  were  found  to  be  satisfac- 
torily healed.  Generally  speaking,  there  was  considerable 
thickening  upon  the  anterior  surface  of  the  severed  pubic 
bone,  while  no  trace  of  the  section  could  be  felt  on  its 
posterior  surface.  On  passive  movement  of  the  thigh 
definite  motility  at  the  site  of  section  was  elicited  in  16 
out  of  the  25  patients,  thus  shovsdng  that  healing  had 
occurred  by  fibrous,  rather  than  by  bony,  union.  In  only 
1  instance.  Case  I,  was  any  injury  sustained  by  the  sacro- 
iliac joint,  but  that  gave  rise  to  only  transient  trouble. 

That  the  fibrous  union  had  no  effect  upon  locomotion 
was  shown  by  the  fact  that  at  the  time  of  discharge  all 
of  the  patients  were  able  to  walk  without  difficulty,  except 
Case  XIX.  In  this  instance,  however,  the  painful  locomo- 
tion could  hardly  be  ascribed  to  the  operation,  as  the 
patient  had  suffered  during  pregnancy  from  such  marked 
relaxation  of  the  sacro-iliac  joints  that  she  could  walk 
only  when  wearing  a  tight  binder,  while  the  condition 
has  gradually  improved  since  delivery.  In  all  cases  the 
condition  of  the  internal  genitalia  was  excellent,  and  retro- 
displacement  of  the  uterus  was  noted  only  in  2  instances. 

Remote  ejfeds  of  the  operation.  I  have  personally 
re-examined  21  out  of  the  25  patients  in  this  series, 
and  have  heard  by  letter  from  2  others  at  periods  vary- 
ing from  two  months  to  three  and  a  half  years  after 
the  pubiotomy,  and  in  every  instance  have  found  that 
they  were  well  satisfied  with  its  results.  Indeed,  after  a 
lapse  of  several  months  none  of  the  patients  have  com- 
plained of  any  untoward  symptoms,  except  Case  XIX, 
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who,  nine  months  after  the  operation,  stated  that  she  still 
had  some  difficulty  in  walking,  although  this  was  gradually 
improving.  In  this  instance,  however,  the  condition  should 
not  be  attributed  solely  to  the  pubiotomy,  as  the  patient 
had  suffered  from  relaxation  of  the  sacro-iliac  joints  during 
pregnancy.  All  of  the  other  women  reported  that  they 
were  able  to  walk  as  well  and  work  quite  as  hard  as  pre- 
viously; and,  indeed,  several  stated  that  they  would  be 
perfectly  willing  to  submit  to  another  operation  should  it 
become  necessary. 

My  experience,  however,  seems  to  indicate  that  the  im- 
mediate results  are  more  satisfactory  in  slightly  built  than 
in  heavy  women,  as  nearly  all  of  the  rhachitic  negresses 
stated  that  they  suffered  but  very  little,  while  some  of  the 
heavier  whit«  women  reported  that  they  had  experienced 
some  difficulty  in  locomotion  for  several  months  after 
leaving  the  hospital,  which,  however,  eventually  disap- 
peared. In  such  cases  they  were  able  to  walk  reasonable 
distances  without  discomfort,  but  suffered  more  or  less 
pain  when  greater  distances  were  attempted,  yet  in  no 
instance  except  Case  XIX  did  the  symptoms  persist  longer 
than  a  few  months. 

It  is  interesting  to  note  that  in  the  majority  of  patients 
the  upper  skin  wound,  which  originally  lay  above  and 
parallel  to  the  superior  margin  of  the  pubic  bone,  grad- 
ually changes  its  position,  so  that  in  the  course  of  time  its 
cicatrix  occupies  a  position  corresponding  to  the  middle  or 
even  the  lower  margin  of  the  bone,  and,  being  completely 
covered  by  pubic  hairs,  is  often  difficult  to  locate. 

On  re-examination  no  change  was  noted  in  the  motility 
at  the  site  of  section,  as  the  condition  persisted  in  those 
women  in  whom  it  was  present  at  the  time  of  discharge, 
and  did  not  appear  in  those  in  whom  it  was  originally 
absent.  As  has  already  been  indicated,  definite  motility 
was  noted  in  two-thirds  of  the  patients,  and  it  would  ac- 
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cordingly  appear  that  if  bony  union  is  to  occur  it  must 
develop  during  the  weeks  immediately  following  delivery, 
whereas  if  it  has  not  been  effected  by  that  time  fibrous 
union  will  persist. 

Up  to  the  present  time  the  literature  records  the  autopsy 
findings  in  5  patients  upon  whom  pubiotomy  had  been 
performed  one  to  four  years  previously.  These  were 
reported  by  Oberndorfer,  Welponer  and  Cristofoletti  (2 
cases)  ;  Reifferscheid  and  Mayer.  In  4  the  union  was 
entirely  fibrous,  and  in  the  case  reported  by  Mayer  the 
connective-tissue  formation  was  so  slight  that  the  cut  ends 
of  the  bone  were  merely  united  by  a  few  shreds,  the  in- 
tegrity of  the  pelvic  girdle  being  maintained  by  the 
fibrous  tissue  which  had  developed  upon  the  anterior  and 
posterior  surfaces  of  the  bone.  On  the  other  hand,  it 
appears  that  true  bony  union  had  occurred  in  one  of  the 
cases  reported  by  Welponer  and  Christofoletti,  in  which  an 
elevated  ridge  upon  the  posterior  surface  of  the  bone  indi- 
cated the  site  of  section  and  encroached  slightly  upon  the 
pelvic  cavity.  From  these  reports  and  my  own  experience 
it  would,  therefore,  seem  that  fibrous  healing  is  the  rule 
and  bony  union  the  exception. 

The  findings  at  the  site  of  the  bone  section,  likewise, 
vary  considerably  according  as  the  patient  is  examined 
within  a  few  weeks  or  a  longer  period  after  the  operation. 
In  the  first  instance  there  is  usually  considerable  thicken- 
ing upon  the  anterior  surface  of  the  pubic  bone,  while  no 
trace  of  the  incision  can  be  felt  upon  its  posterior  surface. 
On  the  other  hand,  a  subsequent  examination  will  fre- 
quently show  that  the  anterior  thickening  has  disappeared, 
while  the  site  of  incision  on  the  posterior  surface  may  be 
indicated  by  a  shallow  depression  which  sometimes  ter- 
minates in  a  slight  notch  at  its  superior  and  inferior  ex- 
tremity. Only  once  in  our  series  of  cases  could  definite 
separation  between  the  ends  of  the  bone  be  detected  on 
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palpation  (Case  XV),  but  in  this  instance  a  shallow  groove 
1  cm.  in  width  lay  between  them,  and  buckled  slightly 
upon  passive  movement  of  the  thigh. 

Effect  upon  the  pelvis.  Upon  re-examination,  all  of 
my  patients  were  subjected  to  careful  mensuration  for  the 
purpose  of  determining  what  effect,  if  any,  the  operation 
had  exerted  upon  the  size  of  the  pelvis.  Changes  were 
noted  in  11  instances:  Cases  II,  VI,  VII,  XI,  XV,  XVI, 
XVII,  XVIII,  XIX,  XXIII,  and  XIV.  In  several  they 
were  so  slight  that  it  was  questionable  whether  they  were 
due  to  actual  enlargement  of  the  pelvis  or  merely  to  some 
slight  error  in  pelvimetry;  in  others,  on  the  contrary,  the 
changes  were  so  pronounced  that  there  could  be  no  doubt 
as  to  their  significance.  In  8  patients  the  distance  between 
the  tubera  ischii  had  undoubtedly  become  increased  by 
from  1  to  2^  cm. ;  and  this  in  several  instances,  as  will 
be  pointed  out  later,  apparently  led  to  sufficient  enlarge- 
ment to  make  possible  the  spontaneous  ending  of  subse- 
quent labors.  The  increase  in  the  diagonal  conjugate  was 
less  marked,  but  in  5  patients  it  was  0.5  to  1.25  cm.  longer 
than  before  operation;  while  in  2  cases  it  was  also  asso- 
ciated with  an  increase  in  the  distance  between  the  tubera 
ischii. 

These  findings  are  of  considerable  interest,  as  they 
appear  to  indicate  that  permanent  enlargement  of  the 
pelvis  may  occur  in  something  less  than  one-half  of  the 
cases,  and  is  more  pronounced  in  the  transverse  diameter  of 
the  outlet  than  at  the  superior  strait.  Moreover,  to  a 
certain  extent,  they  appear  to  contradict  the  statement  of 
Mayer,  who  holds  that  the  practical  effect  of  pubiotomy  is 
to  accentuate  the  funnel-shape  of  the  pelvis,  as  the  result  of 
a  certain  amount  of  rotation  of  the  innominate  bones  about 
a  horizontal  axis,  whereby  the  area  of  the  superior  strait 
becomes  absolutely  increased,  while  that  of  the  inferior 
strait  is  relatively  decreased.     However  this  may  be,  the 
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fact  remains  that  the  distance  between  the  tubera  ischii  is 
frequently  increased,  which  would  appear  to  indicate  that 
pubiotomy  is  especially  adapted  to  the  treatment  of  dys- 
tocia due  to  contraction  of  the  pelvic  outlet. 

Effect  upon  labor.  Of  the  15  patients  operated  upon 
prior  to  January  1,  1909,  6  have  been  pregnant  once  and 
one  twice  following  the  pubiotomy.  I  give  a  brief  abstract 
of  the  history  of  each  case,  in  order  to  determine  if  possible 
the  effect  of  the  operation  upon  the  course  of  subsequent 
labors. 

Case  II,  generally  contracted  funnel  pelvis.  C.  D.,  10 
cm.,  tubera,  7  cm. ;  pubiotomy  child  weighed  2660  gm. 
The  first  subsequent  pregnancy  terminated  prematurely 
at  the  seventh  month,  while  the  second  ended  sponta- 
neously with  the  birth  of  a  child  weighing  3640  gm. 
Mensuration  showed  that  the  tubera  ischii  were  1  cm. 
wider  apart  than  before  operation,  while  the  child  was  980 
gm.  heavier. 

Case  IV,  flat  rhachitic  pelvis.  C.  D.,  8.5  cm. ;  the 
pubiotomy  child  weighed  3230  gm.  The  subsequent  labor 
was  spontaneous,  and  the  child  weighed  3100  gm.  No 
change  in  pelvic  measurements. 

Case  V,  generally  contracted  rhachitic  pelvis.  C.  D., 
9.75  cm.  The  pubiotomy  child  weighed  4050  gm.,  while 
in  the  subsequent  labor  a  child  weighing  2500  gm.  was 
delivered  by  Cesarean  section.  No  change  in  pelvic 
measurements. 

Case  VI,  generally  contracted  rhachitic  pelvis.  C.  D., 
9.5  cm.  The  pubiotomy  child  weighed  3230  gm.,  while 
the  subsequent  child  delivered  by  Cesarean  section  weighed 
3430  gm.  The  previous  operation  has  led  to  marked 
changes  in  the  pelvic  dimensions,  which  will  be  considered 
below. 

Case  VII,  generally  contracted  rhachitic  pelvis.  C.  D., 
8.75  cm.     The  pubiotomy  child  weighed  3040  gm.,  while 
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the  subsequent  labor  was  ended  by  a  repeated  pubiotomy 
(Case  XV  of  this  series).  The  child  weighed  only 
2110  gm.  but  pelvic  measurement  showed  an  increase 
of  1.25  cm.  in  the  distance  between  the  tubera  ischii. 

Case  IX,  flat  rhachitic  pelvis.  C.  D.,  10.5  cm.  Unfor- 
tunately the  weight  of  the  pubiotomy  child  was  lost,  but 
the  subsequent  labor  ended  spontaneously  with  the  birth 
of  a  3400  gm.  child,  although  no  change  had  occurred  in 
the  pelvic  measurements. 

Case  XII,  funnel  pelvis,  tubera  7  cm.  The  pubiotomy 
and  subsequent  child  weighed  3275  and  3850  gm.,  re- 
spectively. It  seems  that  the  spontaneous  delivery  of  the 
latter,  which  was  575  gm.  heavier  than  the  former, 
was  probably  due  to  an  increase  of  1  cm.  in  the  distance 
between  the  tubera  ischii. 

From  the  data  just  adduced  it  would  appear  that  in  2 
instances  the  subsequent  pregnancy  was  terminated  by 
Cesarean  section;  in  1  by  a  second  pubiotomy;  in  4  by 
spontaneous  labor  at  term,  and  in  1  by  spontaneous  prema- 
ature  labor.  !N^aturally  it  is  difficult  to  determine  whether 
the  pubiotomy  played  any  part  in  the  spontaneous  out- 
come in  the  4  patients  who  were  delivered  naturally  at 
term.  In  2  of  them,  namely,  Cases  II  and  XII,  the 
children  born  spontaneously  were  respectively  980  and 
575  gm.  heavier  than  those  delivered  by  pubiotomy.  In 
the  first  instance  the  pelvis  was  of  the  generally  contracted 
funnel  type,  and  in  the  second  of  the  typical  funnel 
variety,  and  in  each  the  operation  was  followed  by  an 
increase  in  the  distance  between  the  tubera  ischii,  so  that 
it  might  appear  that  the  fortunate  outcome  was  due  to  the 
enlargement  following  pubiotomy.  Concerning  the  other 
2  patients  with  spontaneous  labor,  no  definite  statement 
can  be  made;  as  in  Case  IV  the  second  child  was  130 
gm.  lighter  than  the  first,  while  in  Case  IX  the  weight 
of  the  first  child  was  not  available  for  comparison,  but  in 
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neither  instance  did  the  pelvic  measurements  show  any 
enlargement. 

Case  VI  gives  some  idea  of  the  difficulty  of  formulating 
a  prognosis  in  this  regard.  The  patient  had  a  generally 
contracted  rhachitic  pelvis  with  a  diagonal  conjugate  of 
9.5  cm.  Her  first  labor  was  terminated  by  the  delivery 
of  a  3230  gm.  child  after  pubiotomy,  and  the  head  pre- 
sented a  deep  depression  over  the  left  parietal  bone,  where 
it  had  passed  over  the  promontory  of  the  sacrum.  When 
she  re-entered  the  hospital  in  the  latter  part  of  her  subse- 
quent pregnancy,  no  appreciable  change  could  be  detected 
in  the  pelvic  measurements,  although  there  was  definite 
motility  at  the  pubic  joint.  In  view  of  the  fact  that  the 
pubiotomy  delivery  was  very  difficult,  and  that  the  present 
child  seemed  to  be  larger  than  the  previous  one.  Cesarean 
section  at  the  onset  of  labor  seemed  to  offer  the  most  con- 
servative method  of  treatment.  Accordingly,  no  further 
vaginal  examinations  were  made,  and  the  operation  was 
performed  as  soon  as  possible  after  the  onset  of  labor. 
Unfortunately,  she  died  from  an  infection  resulting  from 
an  error  in  technic. 

The  autopsy  findings  were  most  remarkable,  and  threw 
a  new  light  upon  the  changes  occurring  in  the  pelvis  during 
pregnancy  subsequent  to  a  pubiotomy,  healing  by  fibrous 
union.  Upon  removing  the  pelvis  from  the  body  and 
paring  off  the  soft  parts,  it  was  found  that  marked  motility 
existed  at  the  site  of  operation,  and  that  the  fibrous  tissue 
uniting  the  ends  of  the  bone  had  undergone  such  pro- 
nounced softening  and  stretching  that  it  was  possible  to 
cause  it  to  ''buckle"  by  compressing  the  sides  of  the  pelvis ; 
at  the  same  time  it  permitted  the  ends  of  the  bone  to 
make  a  vertical  excursion  of  2.5  cm.  when  movement  was 
imparted  to  the  two  sides  of  the  pelvis.  This  condition 
was  also  associated  with  considerable  enlargement  of 
the  various  pelvic  measurements.     Thus,   the  conjugata 


294      IS  PUBIOTOMY  A  JUSTIFIABLE  OPERATION 

vera  was  increased  to  9  cm.,  while  the  distance  between 
the  anterior  superior  spines  of  the  ilium  could  be  in- 
creased from  20  to  21  cm.,  and  the  length  of  the  trans- 
verse diameter  of  the  superior  strait  from  12  to  13  cm., 
accordingly  as  the  cut  ends  of  the  bone  were  forced 
together  or  drawn  apart.  In  the  same  way  the  transverse 
diameter  of  the  outlet  could  be  increased  from  11  to  13 
cm.,  although  its  anteroposterior  diameter  was  not  affected 
by  passive  movements. 

An  a;-ray  photograph  likewise  showed  that  the  innomi- 
nate bones  had  undergone  a  certain  amount  of  rotation 
about  the  sacrum,  so  that  the  line  of  section,  instead  of  the 
symphysis  pubis,  lay  opposite  the  promontory  of  the 
sacrum.  As  a  result  the  anterior  portion  of  the  left  sacro- 
iliac joint  was  opened  up,  thereby  increasing  the  length  of 
the  right  oblique,  at  the  expense  of  the  left  oblique, 
diameter  of  the  superior  strait. 

These  observations  would  appear  to  indicate  that  the 
relaxation  incident  to  the  hyperemia  of  pregnancy  resulted 
in  an  enlargement  of  the  pelvis  sufficient  to  permit  the 
occurrence  of  spontaneous  labor,  had  nature  not  been  fore- 
stalled by  the  Cesarean  section.  Such  a  possibility,  how- 
ever, was  not  entertained  before  operation,  as  the  degree 
of  motility  observed  intra  vitam  was  not  sufficiently  pro- 
nounced to  cause  one  to  suspect  the  existence  of  the  condi- 
tions found  at  autopsy.  For  further  details  concerning 
the  anatomical  findings  in  this  case,  the  reader  is  referred 
to  the  detailed  history  at  the  end  of  this  article. 

In  spite  of  this  phenomenal  relaxation  it  is  interesting 
to  note  that  the  patient  walked  perfectly  well,  instead  of 
suffering  from  the  painful  locomotion  usually  associated 
with  relaxation  of  the  symphysis  pubis  or  sacro-iliac  joints. 
In  such  cases  the  woman  is  usually  bedridden  or  can 
walk  only  when  the  ends  of  the  bone  are  held  together 
by  a  firm  pelvic  binder;  and  consequently  the  question 
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arises  as  to  whether  the  difference  in  the  location  of 
the  relaxation  can  explain  the  absence  of  symptoms.  This 
must  probably  be  answered  in  the  affirmative,  as  the  ortho- 
pedists inform  me  that  a  pseudoarthrosis  following  a 
fracture  of  a  long  bone  is  unattended  by  pain,  whereas 
relaxation  occurring  in  the  neighborhood  of  a  joint  is 
usually  associated  with  distressing  symptoms,  so  that  it 
would  seem  that  a  similar  explanation  might  apply  in  this 

instance. 

That  such  a  degree  of  relaxation  cannot  always  be  ex- 
pected is  shown  by  the  fact  that  a  second  pubiotomy  was 
necessary  in  the  subsequent  labor  of  Case  VII,  although 
the  child  weighed  930  gm.  less  than  at  the  first  labor; 
moreover,  the  absence  of  enlargement  of  the  pelvis  in 
Cases  IV,  V,  and  IX  on  repeated  mensuration  would 
point  to  a  similar  conclusion.  At  the  same  time,  the  obser- 
vation just  recorded  is  of  great  interest,  as  it  throws  new 
light  upon  the  extent  to  which  the  fibrous  union  may 
be  relaxed  when  subjected  to  the  influence  of  the  hyperemia 
incident  to  a  subsequent  pregnancy,  and  likewise  indicates 
that  in  such  cases  a  conservative  policy  may  well  be  fol- 
lowed, as  it  may  possibly  end  in  the  spontaneous  extrusion 
of  a  normal-sized  child. 

The  repeated  pubiotomy  recorded  in  Case  XV  is  also  of 
considerable  interest.  In  this  instance  the  first  opera- 
tion was  done  upon  the  left,  and  the  second  upon  the  right 
side,  with  the  idea  that  if  it  were  repeated  in  the  same  loca- 
tion adhesions  might  be  encountered  which  would  compli- 
cate its  performance.  The  patient  made  an  uninterrupted 
recovery,  and  was  able  to  walk  and  work  perfectly  satis- 
factorily, notwithstanding  the  fact  that  a  movable  segment 
had  been  interpolated  in  the  anterior  pelvic  wall. 

On  looking  over  the  literature  on  the  subject,  I  find  that 
repeated  pubiotomies  upon  the  same  patient  have  been 
reported  by  Preller,  '^eu,  Hoehne,  Kupferberg,  Eeiffer- 
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scheid,  and  Scheven,  all  of  whom,  with  the  exception 
of  Hoehne,  did  the  second  puhiotomy  upon  the  opposite 
side,  but  the  latter  repeated  it  at  the  site  of  the  previous 
section  in  the  hope  that  he  might  secure  a  broader  fibrous 
union,  which  would  increase  the  possibility  of  greater  re- 
laxation in  a  subsequent  pregnancy. 

Literature.  Since  the  appearance  of  my  previous 
article  in  1908,  the  literature  upon  pubiotomy  has  been 
comparatively  scanty.  This  is  due  in  part  to  the  great 
interest  in  the  development  of  suprasymphyseal  Cesarean 
section  in  Germany  and  its  tentative  employment  by  many 
authorities  in  place  of  pubiotomy. 

Probably  the  most  important  contribution  to  the  subject 
during  this  period  is  the  article  of  Schlafli  from  Herff's 
clinic  in  Basele.  This  is  based  upon  the  study  of  700  cases 
of  pubiotomy  reported  in  the  literature,  including  8  of 
his  own,  and  shows  that  the  operation  has  a  maternal  and 
a  fetal  mortality  of  4.82  and  9.6  per  cent.,  respectively, 
which,  after  certain  justifiable  corrections,  may  be  reduced 
to  4.37  and  9.18  per  cent.  As  the  dangers  to  the  mother 
are  very  considerable  and  the  fate  of  the  child  so  un- 
certain he  considers  that  the  operation  should  be  em- 
ployed only  in  the  presence  of  some  pressing  necessity. 
For  this  reason  he  condemns  prophylactic  pubiotomy  and 
urges  that  the  procedure  be  resorted  to  only  after  !N^ature 
has  shown  her  absolute  inability  to  lead  the  case  to  a 
successful  issue.  From  his  own  experience  he  reports  that 
6  of  his  8  patients  complained  of  considerable  dijBficulty  in 
walking,  and  4  suffered  from  incontinence  of  urine  for  a 
long  period  following  the  operation. 

From  my  point  of  view,  his  statements  do  not  seem  to 
place  the  subject  in  a  perfectly  fair  light ;  more  especially 
as  the  664  operations,  concerning  which  he  was  able  to 
obtain  more  or  less  full  details,  were  performed  by  142 
operators.     On  analyzing  his  figure  more  closely,  I  find 
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that  sixty-four  operators  reported  1  operation,  nineteen 
2  operations,  nineteen  3  operations,  and  six  4  opera- 
tions each,  making  a  total  of  183  operations  by  108  men; 
whereas  the  remaining  481  operations  were  performed  by 
thirty-eight  men.  It,  therefore,  appears  justifiable  to 
assume  that  in  the  first  group  of  cases  the  mortality 
would  naturally  be  much  higher  than  in  the  second,  as  it 
represents  the  casual  results  of  the  occasional  operator 
instead  of  the  matured  experience  of  the  trained  obste- 
trician. That  such  a  conclusion  was  justified  was  appar- 
ently shown  by  the  discussion  before  the  German  Gyne- 
cological Society  in  1907,  when  nineteen  operators 
reported  319  pubiotomies  with  6  deaths — a  maternal  mor- 
tality of  1.88  per  cent. 

Since  that  time  the  following  series  of  operations  have 
been  reported: 

Bumm.    1908    52  pubiotomies  with  1  deatli 

Hoehne,   1908    20  pubiotomies  with  1  death 

Schauta,  1908    30  pubiotomies  with  0  death 

Reifferscheid,  1909 30  pubiotomies  with  1  death 

Baisch  (Doederlein)  1909..  42  pubiotomies  with  1  death 

Self    25  pubiotomies  with  0  death 

Making  a  total  of  199  cases  with  4  deaths — a  maternal 
mortality  of  2  per  cent.,  while  the  corresponding  fetal 
mortality  was  approximately  4  per  cent.,  figures  which  I 
believe  represent  the  results  which  may  be  obtained  by 
competent  operators  in  well-chosen  material. 

Biirger,  in  a  monograph  based  upon  the  study  of  5288 
cases  of  contracted  pelves  occurring  in  Schauta's  clinic 
during  the  previous  fifteen  years,  speaks  quite  enthusias- 
tically of  the  operation,  and  states  that  it  should  play  a 
great  part  in  restricting  the  employment  of  craniotomy 
upon  the  living  child.  The  latter  was  necessary  in  76  in- 
stances; but  had  pubiotomy  been  employed  in  the  45 
women  who  presented  no  signs  of  infection,  he  calculates 
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that  the  incidence  of  craniotomy  upon  the  living  child 
would  have  been  reduced  from  1.7  to  0.8  per  cent.,  and 
the  fetal  mortality  from  10.7  to  7.1  per  cent. 

Moreover,  Baisch  in  a  recent  article  states  that  the  appli- 
cation of  radical  surgical  procedures,  such  as  Cesarean 
section,  suprasymphyseal  Cesarean  section  and  pubiotomy, 
to  the  exclusion  of  the  induction  of  premature  labor  and 
the  so-called  prophylactic  and  compromise  operations, 
leads  to  a  marked  increase  in  the  number  of  spontaneous 
labors  occurring  in  large  series  of  contracted  pelvic  cases, 
as  weU.  as  to  a  considerable  diminution  in  the  maternal 
and  fetal  mortality. 

Scheffzek,  on  the  other  hand,  takes  an  opposite  view, 
and  reports  1011  contracted  pelvic  cases  occurring  in 
Baumm's  clinic  with  54  per  cent,  of  spontaneous  labors 
including  18  pubiotomies,  with  2  maternal  and  5  fetal 
deaths.  With  this  experience  he  holds  that  the  dangers 
to  the  mother  are  too  great  to  justify  the  continued 
employment  of  pubiotomy,  as  deep  tears,  injury  to  the 
bladder,  and  fatal  infection  are  very  liable  to  occur, 
while  a  patient  who  has  once  been  subjected  to  the  opera- 
tion will  not  willingly  submit  to  another.  As  his  results 
with  suprasymphyseal  Cesarean  section  were  no  better,  he 
believes  that  the  induction  of  premature  labor  is  the  treat- 
ment par  excellence  in  this  class  of  cases. 

The  only  French  article  upon  the  subject  is  that  of 
Jeannin  and  Cathala,  which  is  based  upon  3  successful 
cases  from  Bar's  clinic.  In  non-infected  cases  they  con- 
sider that  pubiotomy  gives  no  better  results  than  Cesarean 
section,  while  it  is  much  less  dangerous  in  the  presence  of 
infection.  At  the  same  time  they  hold  that  its  perform- 
ance under  such  conditions  markedly  changes  the  results, 
as  the  tabulation  by  Eossier  of  189  cases  shows  that  the 
maternal  mortality  was  17  and  2.9  per  cent.,  respectively, 
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according  as  the  operation  was  done  upon  infected  or  upon 
uninfected  women. 

In  this  country  Vorhees  and  Lobenstine  have  each 
reported  1  operation,  and  are  quite  prepared  to  give  it  a 
further  trial,  although  the  results  in  neither  of  their  cases 
were  ideal.  On  the  other  hand,  C.  B.  Keed,  in  an  editorial 
in  Surgery,  Gynecology  and  Obstetrics  for  1909,  as  well 
as  in  an  article  entitled  "Pubiotomy ;  an  Operation  for  the 
General  Practitioner,"  takes  an  unduly  optimistic  view, 
and  states  that  it  is  a  simple  operation  which  can  be 
safely  performed  by  the  general  practitioner  and  consti- 
tutes the  ideal  procedure  for  the  treatment  of  75  per  cent, 
of  the  cases  complicated  by  contracted  pelvis. 

My  own  experience,  as  well  as  the  results  reported  in  the 
literature,  tends  to  show  that  when  pubiotomy  is  properly 
performed  under  suitable  indications  upon  uninfected 
women,  the  maternal  mortality  should  not  exceed  2  per 
cent.,  while  90  to  95  per  cent,  of  the  children  should  be 
saved.  As  injuries  to  the  bladder  did  not  occur  in  any  of 
my  patients,  and  were  noted  but  rarely  in  the  statistics  of 
those  who  employed  Doederlein's  operative  technic,  I  feel 
that  their  occurrence  should  probably  be  attributed  to  the 
use  of  the  purely  subcutaneous  method,  to  excessive  sepa- 
ration of  the  ends  of  the  bone,  or  to  the  employment  of 
undue  violence  in  delivering  the  child. 

For  these  reasons,  such  injuries  may  be  considered  as 
preventable ;  while,  on  the  other  hand,  it  would  appear  that 
the  chief  dangers  of  the  operation  are  hemorrhage,  com- 
municating vaginal  tears  and  infection,  which  cannot 
always  be  avoided.  In  only  1  of  my  cases  was  the  hem- 
orrhage alarming  at  the  time  of  operation,  and  the  entire 
literature  records  only  2  instances  in  which  it  led  to  a  fatal 
issue,  namely,  those  reported  by  Rosthorn  and  Raineri. 
Ordinarily  the  hemorrhage  is  venous  in  character,  fre- 
quently  very    slight   in    amount,    and    even   when    more 


300      IS  PUBIOTOMY  A  JUSTIFIABLE  OPERATION 

abundant  usually  yields  readily  to  pressure.  At  the  same 
time  the  occurrence  of  the  2  fatal  cases  shows  that  serious 
hemorrhage  is  a  danger  to  be  reckoned  with,  even  though  it 
occur  but  rarely. 

Communicating  vaginal  tears  have  been  noted  in  all 
series  of  the  cases  thus  far  reported,  and  appear  to  some 
extent  at  least  to  be  unavoidable  accompaniments  of  the 
operation,  and  to  occupy  relatively  the  same  position  as  do 
extensive  perineal  tears  in  the  usual  obstetrical  operations. 
N^evertheless,  it  appears  that  the  frequency  of  their  occur- 
rence can  be  minimized  by  two  precautions,  namely,  ex- 
tensive manual  dilatation  of  the  vaginal  outlet  before  com- 
mencing the  operation,  but  more  particularly  by  paying 
attention  to  the  direction  in  which  traction  is  made  during 
forceps  delivery.  Under  such  circumstances,  as  the  head 
emerges  from  the  vulva,  traction  should  be  made  almost 
horizontally  instead  of  upward  and  forward  as  in  typical 
forceps  operations.  In  several  pubiotomies  performed  in 
my  presence  by  my  assistants  it  has  seemed  to  me  that  the 
injury  might  have  been  prevented  had  such  a  precaution 
been  taken,  and  its  importance  was  likewise  recognized  by 
Pfannenstiel. 

As  has  already  been  indicated  abnormal  puerperia  were 
noted  in  55  per  cent,  of  my  cases.  Only  1  patient  was 
seriously  ill,  although  another  who  had  a  gonorrheal  infec- 
tion presented  a  temperature  of  103.2°.  Doubtless  a  cer- 
tain proportion  of  rises  in  temperature  would  have 
occurred  had  the  labor  been  normal  or  some  simple  opera- 
tive procedure  undertaken.  At  the  same  time  their  inci- 
dence is  too  great  to  be  attributed  solely  to  the  usual 
factors,  and  it  must  be  admitted  that  there  is  something 
about  pubiotomy  which  predisposes  to  infection.  Pos- 
sibly it  is  due  to  the  unfavorable  situation  of  the  wound, 
hut  more  particularly  to  the  extensive  opening  up  of  con- 
nective-tissue spaces.     !N^evertheless,   it  would  seem  that 
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its  frequency  might  be  materially  decreased  by  sharpening 
our  aseptic  precautions,  as  well  as  by  changing  gloves  or 
having  some  one  who  had  not  assisted  directly  at  the 
delivery  close  the  external  pubiotomy  wounds,  as  by  so 
doing  a  certain  possibility  for  contamination  might  be 
eliminated. 

I  feel  very  strongly  that  a  conjugata  vera  of  7  cm. 
should  constitute  the  lowest  limit  of  pelvic  deformity  in 
which  the  operation  is  permissible;  for,  if  it  be  exceeded 
the  amount  of  gaping  necessary  to  permit  delivery  of  the 
child  is  so  great  as  almost  necessarily  to  lead  to  injuries 
of  the  sacro-iliac  joints,  to  which  I  am  inclined  to  attribute 
a  large  part  of  the  disturbances  in  locomotion  reported  by 
certain  writers.  Moreover,  in  my  experience  those  patients 
have  done  best  in  whom  the  extent  of  gaping  between  the 
cut  ends  of  the  bone  did  not  exceed  4  or  at  most  5  cm. 

As  already  indicated,  the  pubiotomy  in  all  my  cases 
was  followed  by  the  immediate  delivery  of  the  child  by 
forceps  or  version  and  extraction,  as  the  case  might  be. 
This  was  due  to  the  fact  that  with  a  few  exceptions  I  did 
not  resort  to  the  operation  until  a  definite  indication  had 
arisen  on  the  part  of  the  mother  or  child  which  seemed  to 
call  for  the  immediate  termination  of  labor.  Moreover, 
I  consider  that  the  great  value  of  the  operation  lies  in  the 
fact  that  in  "border-line"  cases  it  enables  one  to  observe 
an  expectant  attitude  during  the  second  stage  and  thus 
give  nature  every  facility  to  overcome  the  disproportion, 
while  at  the  same  time  it  leaves  the  patient  in  such  a 
condition  that  the  operation  may  safely  be  undertaken  if 
necessary.  For  this  reason  I  am  opposed  to  the  so-called 
prophylactic  operation,  and  consequently  have  not  waited 
for  the  spontaneous  extrusion  of  the  child  after  section  of 
the  bone. 

Moreover,  should  conditions  arise  in  a  patient  with  a 
"border-line"  pelvis  which  seem  to  indicate  the  necessity 
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for  prompt  delivery  while  the  cervix  is  still  only  partially 
dilated,  I  feel  that  the  most  satisfactory  results  veill  be 
obtained  by  completing  the  dilatation  manually,  placing 
the  saw  in  position  and  then  applying  forceps  tentatively, 
so  that,  in  case  the  head  fails  to  follow  the  first  few  gentle 
tractions,  the  bone  may  be  sawed  through  and  the  resist- 
ance be  overcome.  This  prophylactic  placing  of  the  saw 
seems  to  me  to  have  a  comparatively  wide  field  of  applica- 
tion. It  was  done  in  Case  XXI  preparatory  to  version 
from  a  transverse  presentation,  and  the  pubis  was  sawed 
through  when  it  was  found  that  extraction  could  not  be 
effected  without  too  great  risk  to  the  child ;  while  in  Case 
XXIV  the  saw  was  laid  prophylactically  but  not  used, 
as  the  extraction  of  the  child  presenting  by  the  breech  was 
readily  effected.  It  would  also  seem  a  wise  precaution  in 
certain  breech  presentations  when  the  size  of  the  pelvis  or 
of  the  child,  or  the  history  of  past  labors  makes  it  probable 
that  difiiculty  may  be  experienced  in  extraction.  In  such 
cases  the  prophylactic  placing  of  the  saw  makes  it  possible 
for  one  to  resort  promptly  to  pubiotomy  if  necessary; 
whereas,  if  the  saw  were  not  laid  until  the  indication  for  its 
use  became  imperative,  the  probabilities  are  that  so  much 
time  would  have  elapsed  between  recognizing  the  necessity 
for  interference  and  severing  the  bone  that  the  chances 
of  saving  the  child  would  have  been  sacrificed. 

In  my  previous  communication  I  stated  my  views  con- 
cerning the  relation  of  pubiotomy  to  the  induction  of 
premature  labor  and  the  performance  of  Cesarean  section. 
At  that  time  I  held  that  in  "border-line"  cases  it  should 
practically  supplant  the  former,  whereas  it  should  not  be 
considered  as  entering  into  competition  with  the  classical 
indications  for  Cesarean  section.  I  still  hold  the  same 
views,  and  consider  that  pubiotomy  is  inferior  to  Cesarean 
section  upon  uninfected  women  at  the  end  of  pregnancy, 
whereas  it  is  far  superior  to  it  when  done  after  a  prolonged 
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test  of  the  powers  of  nature  in  the  second  stage.  For  this 
reason  when  the  past  history  of  the  patient  is  such  as  to 
make  it  fairly  probable  that  labor  must  be  ended  arti- 
ficially in  one  way  or  another,  I  consider  that  the  best  and 
most  conservative  results  will  be  obtained  if  primary 
Cesarean  section  is  done  at  the  end  of  pregnancy.  Such 
a  course  was  followed  in  the  subsequent  pregnancies  of 
Cases  V  and  VI,  and  would  have  been  in  the  subsequent 
labor  of  Case  VII  had  the  patient  been  seen  sufficiently 
early;  but  as  she  was  not  admitted  until  the  time  of  elec- 
tion had  already  passed,  she  was  allowed  to  go  into  the 
second  stage,  and  a  second  pubiotomy  was  performed  after 
IsTature  had  shown  that  she  could  not  overcome  the  dis- 
proportion. 

During  the  past  few  years  the  development  of  supra- 
symphyseal  Cesarean  section  in  Germany  by  Sellheim, 
Doederlein  and  Latzo  has  led  to  a  considerable  restriction 
in  the  performance  of  pubiotomy.  Personally  I  am 
not  prepared  to  express  a  decided  opinion  as  to  its  merits, 
but  theoretically  I  am  inclined  to  believe  that  the  ex- 
tensive connective-tissue  wounds  necessarily  associated 
with  it  will  not  lead  to  a  marked  improvement  over  the 
results  following  the  classical  operation.  That  such  a 
belief  is  probably  correct  is  shown  by  the  recent  statistics 
of  Holzapfel,  who  reports  a  maternal  mortality  of  8  per 
cent,  in  162  suprasymphyseal  Cesarean  sections  collected 
from  the  literature.  This  figure  includes  5  deaths  in  15 
eclamptic  patients,  but  even  after  deducting  them  there 
were  8  deaths  in  the  remaining  147  operations — a  net 
maternal  mortality  of  51^  per  cent.,  which  is  much  greater 
than  that  of  pubiotomy  and  approximately  that  of  the 
classical  Cesarean  section.  The  future,  however,  can  only 
decide  how  extensively  the  operation  will  be  employed, 
but  I  am  prepared  to  let  others  make  the  experiment. 

I  might  add  that  I  do  not  consider  pubiotomy  an  ideal 
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surgical  procedure,  but  for  the  present  I  feel  that  it  is  a 
valuable  adjunct  in  the  treatment  of  ''border-line"  cases 
of  pelvic  contraction,  in  that  it  enables  one  to  subject  the 
patient  to  a  rigorous  test  of  labor  and  then  resort  to  opera- 
tion without  materially  increasing  her  danger,  and  v^ith 
every  prospect  of  saving  more  than  90  per  cent,  of  the 
children. 

I  feel  very  strongly  that  pubiotomy  should  always  be 
considered  a  primary  operation,  and  should  not  be  per- 
formed after  other  unsuccessful  attempts  at  delivery, 
although  an  exception  in  this  regard  may  be  made 
in  those  cases  in  which  the  saw  is  placed  prophy- 
lactically.  Moreover,  I  consider  that  it  should  not  be 
employed  in  definitely  infected  women,  as  under  such 
circumstances  the  maternal  mortality,  according  to 
Rossier,  rises  to  such  an  extent  as  to  make  it  unjusti- 
fiable— 2.9  to  17  per  cent.  With  such  results  it 
would  seem  unjustifiable  to  subject  the  patient  to  so  great 
a  risk  for  the  sake  of  saving  the  child,  and  under  such  con- 
ditions I  should  consider  craniotomy  the  preferable  pro- 
cedure. 

Case  Histoeies. 

(Continuation  of  Cases  I  to  XIII  in  the  Transactions 
for  1908 .) 

Case  XIV  (No.  3484). — Freyer,  twenty-seven  years 
old,  Ill-para,  and  two  miscarriages.  All  labors  very  slow, 
lasting  two  or  three  days  and  ended  instrumentally.  Gen- 
erally contracted  rhachitic  pelvis,  24,  25. 75,  30.5,  18,  and 
10.25  cm.  Pubic  arch  fair,  tubers  9  cm.  Large  child  in 
L.  S.  A.,  frank  breech.  The  first  stage  of  labor  lasted 
forty-seven  hours,  and  in  spite  of  good  second-stage  pains 
for  two  hours  there  was  only  slight  engagement  of  the 
breech.  At  that  time  the  uterus  had  become  tetanically 
contracted,  pulse  120  and  temperature  99.6°.     In  view  of 
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these  conditions,  the  history  of  the  previous  labors  and  the 
fact  that  the  child  seemed  to  be  large,  pubiotomy  was  de- 
cided upon. 

June  6,  1908.  Left-sided  pubiotomy.  Considerable 
hemorrhage  immediately  after  severing  the  bone,  readily 
controlled  by  pressure.  The  bone  wound  gaped  spontane- 
ously for  1  cm.,  which  increased  to  4  cm.  during  extrac- 
tion. As  the  tetanic  condition  of  the  uterus  made  it 
impossible  to  bring  down  a  foot,  typical  frank  breech 
extraction  was  readily  eilected  without  perineal  or  vaginal 
tear. 

The  convalescence  was  satisfactory,  and  the  patient  suf- 
fered but  little  pain.  She  was  placed  on  her  side  on  the 
second  day,  and  the  following  day  turned  without  assist- 
ance, and  was  out  of  bed  on  the  twentieth  day.  The 
highest  temperature  was  102.5°  on  the  ninth  day,  which 
was  apparently  connected  with  some  infiltration  of  the 
left  labium  majus. 

The  patient  was  discharged  on  the  thirtieth  day  in  excel- 
lent condition.  Definite  motility  at  the  bone  incision; 
some  thickening  on  the  anterior  surface  of  the  pubic  bone ; 
posterior  surface  perfectly  smooth.  Sacro-iliac  joints  nega- 
tive, internal  genitalia  normal.  Walks  fairly  well,  but 
with  a  slight  limp,  which  she  attributes  to  pain  in  the  left 
hip. 

The  female  child  was  born  in  excellent  condition,  and 
weighed  3310  gm.  at  birth  and  3830  on  discharge.  Was 
suckled  by  mother.  Head  measurements:  12.5,  11.25,  9.5, 
9  and  8  cm. 

Further  history  not  obtained,  as  a  letter  written  Jan- 
uary, 1910,  was  returned  unanswered. 

Case  XV  (No.  3631). — Roles,  aged  nineteen  years. 
Same  patient  as  Case  VII,  upon  whom  pubiotomy  was 
performed  February  3,  1907.  Generally  contracted 
rhachitic  assimilation  pelvis,  23,  23,  27,  14.25,  8.5,  and 
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1  cm.  Pubic  arcli  wide,  tubers  11.75  cm.  Was  seen  by 
the  out-patient  service  when  the  child,  which  lay  trans- 
versely, was  converted  into  R.  O.  T.  by  external  maneuvers. 

She  was  later  sent  into  the  hospital.  After  two  and 
one-half  hours  of  strong,  second-stage  pains  the  head  was 
still  above  the  superior  strait  in  the  posterior  parietal  posi- 
tion, and  could  not  be  impressed  even  under  anesthesia. 

September  18,  1908.  Right-sided  pubiotomy.  Dr. 
Storrs.  Considerable  bleeding,  readily  controlled  by 
pressure.  The  child  was  turned  and  extracted  without 
difficulty,  the  ends  of  the  bone  separating  5  cm.  As  the 
former  pubiotomy  had  been  on  the  left  side.  Dr.  Storrs 
thought  that  it  would  be  simpler  to  do  the  second  on  the 
opposite  side,  so  as  to  avoid  any  complications  due  to 
possible  adhesions. 

Typical  recovery,  the  highest  temperature  being  100.4 
the  day  of  delivery.  The  patient  turned  spontaneously  in 
bed  on  the  fourth  day,  and  had  no  complications  except 
for  slight  separation  of  the  skin  wound.  Catheterization 
not  necessary.  Was  up  on  the  eleventh,  walked  on  the 
twenty-second,  and  was  discharged  on  the  thirtieth  day. 
At  that  time  no  callus  could  be  felt  on  the  posterior  sur- 
face of  the  bone,  but  instead  a  slight  depression  indicated 
the  line  of  section.  Sacro-iliac  joints  normal.  Definite 
motility  of  both  the  old  and  new  pubiotomy  wounds. 
Patient  walked  perfectly  and  complained  of  no  pain. 
When  seen  some  months  later  she  reported  that  she  had 
gone  to  a  dance  one  month  after  leaving  the  hospital. 

The  child  was  born  in  excellent  condition,  but  presented 
a  distinct  depression  on  the  right  parietal  bone.  Head 
measurements:  12.5,  10.5,  9.5,  8.5,  and  7  cm.  Suckled 
by  mother.  Weighed  2110  gm.  at  birth  and  2370  gm.  on 
discharge. 

Case  XVI  (]^o.  3780).— :N'ovitski,  aged  thirty-two 
years,  Vll-para,  two  children  still-born,  the  others  born 
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alive  spontaneously  after  prolonged  labors.  The  last  labor 
was  ended  by  version  on  account  of  prolapsed  extremities. 
Pelvis  simple  flat,  27.5,  29.5,  33.5,  18,  and  10.5  cm. 
Pubic  arch  wide,  tubers  12  cm.  Child  presented  in  R.  O. 
P.  First  stage  of  labor  rapid ;  cervix  becoming  completely 
dilated  in  four  hours.  As  engagement  did  not  occur  after 
four  hours  of  rather  ineffectual  second-stage  pains,  pubi- 
otomy  was  determined  upon. 

January  6,  1909.  Left-sided  pubiotomy.  The  child 
was  readily  delivered  after  version  and  extraction.  Un- 
fortunately no  note  was  made  as  to  the  amount  of  separa- 
tion of  the  pubic  bones.    No  vaginal  or  perineal  tear. 

Convalescence  typical,  highest  temperature  100.5°  on 
the  fourth  day;  catheterization  not  necessary.  Did  not 
complain  of  pain.  Stood  up  on  the  fourteenth  day  and 
walked  perfectly  well  at  the  end  of  three  weeks.  On  dis- 
charge there  was  a  certain  amount  of  induration  on  the 
anterior  surface  of  the  pubic  bone,  but  not  on  the  posterior, 
where  the  site  of  incision  was  indicated  by  a  slight  depres- 
sion, whose  ends  were  indicated  by  shallow  notches  on  the 
upper  and  lower  margin  of  the  bone.  Definite  motility 
on  passive  movements ;  sacro-iliac  joints  normal ;  patient 
walks  readily  and  without  pain.  External  genitalia  nega- 
tive. Pelvic  mensuration  showed  that  the  diagonal  con- 
jugate was  increased  1  cm.  and  the  transverse  of  outlet 
iy2  cm. 

The  child  was  born  in  good  condition,  weighed  2990  gm. 
at  birth  and  3690  on  discharge,  and  presented  the  following 
head  measurements:  13,  11.75,  9.5,  8.75,  and  8.25  cm. 
Suckled  by  mother. 

January  27,  1910.  The  patient  returned  for  examina- 
tion and  stated  that  she  was  able  to  walk  as  well  and  to 
work  as  hard  as  at  any  time  of  her  life.  The  conditions 
about  the  pubiotomy  wound  have  markedly  changed.  On 
the  anterior  surface  of  the  pubic  bone  there  is  a  slight 
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depression  at  the  site  of  incision,  while  posteriorly  a  long, 
rounded  ridge  1  cm.  wide  and  0.5  cm.  high  extends  ver- 
tically over  it.  There  is  no  motility  on  passive  movement 
of  thigh,  but  slight  movement  is  detected  on  walking. 
Genitalia  negative.  The  pelvic  measurements  are  identical 
with  those  before  the  operation,  except  that  the  diagonal 
conjugate  has  changed  from  10.5  to  11.25  cm.,  an  incr'^ase 
of  0.75  cm.  The  baby  did  well  after  leaving  the  hospital, 
hut  died  from  typhoid  fever  when  ten  months  old. 

Case  XVII  (No.  3797). — Adler,  a  stout  white,  0-para, 
aged  thirty-two  years.  Funnel  pelvis,  23.75,  28,  32.5,  and 
20  cm.  Diagonal  conjugate  could  not  be  measured ;  pubic 
arch  narrow;  distance  between  tubera  ischii  7  cm.  Poste- 
rior sagital  8  cm. ;  anteroposterior  diameter  of  outlet 
11.5  cm.  Child  in  R.  O.  T.  Patient  was  seen  by  Dr. 
Bergland  in  consultation  after  she  had  been  twenty-eight 
hours  in  labor.  Examination  under  chloroform  showed 
head  below  ischial  spines;  cervix  not  completely  dilated, 
membranes  ruptured. 

Admitted  to  hospital  with  a  pulse  of  120,  after  having 
been  for  thirty-six  hours  in  the  first  stage  of  labor.  On 
this  account  it  was  determined  to  complete  the  dilatation 
of  the  cervix  by  Harris'  method  and  attempt  delivery  by 
forceps.  While  dilating  the  outlet  a  slight  tear  occurred 
in  the  left  vaginal  sulcus ;  cervix  dilated  and  head  rotated 
manually  to  K.  O.  A.  without  difficulty.  Forceps  were 
applied,  but,  as  there  was  no  advance  in  spite  of  strong 
traction,  Dr.  Storrs  did  a  left-sided  pubiotomy  on  Janu- 
uary  22,  1909. 

There  was  very  little  bleeding,  and  delivery  was  readily 
effected,  during  which  the  ends  of  the  bone  gaped  for 
4  cm.  Immediate  expression  of  placenta,  and,  as  the 
uterus  did  not  react  promptly  to  a  hypodermic  injection 
of  ergotol,  an  intra-uterine  pack  was  placed.  There  was  a 
first  degree  perineal  tear,  as  well  as  one  in  the  left  vaginal 
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sulcus,  extending  4  cm.  above  the  hymen  and  communi- 
cating with  the  pubiotomy  wound.  This  was  packed  but 
not  sutured,  and  the  patient  put  back  to  bed  considerably 
shocked. 

She  made  a  satisfactory  recovery,  the  highest  tempera- 
ture reaching  102°  on  the  eighth  day,  due  to  a  slight 
phlebitis  in  the  left  groin,  which,  however,  did  not  give 
rise  to  edema.  The  upper  pubiotomy  incision  broke  down 
on  the  sixteenth  day,  forming  a  sinus  which  closed  in  some 
days.  The  general  recovery  was  good,  and  the  patient 
complained  of  but  little  discomfort. 

On  discharge  she  walked  well,  and  the  pubiotomy 
wounds  were  in  excellent  condition;  posterior  surface  of 
pubic  bone  smooth,  a  slight  ridge  on  anterior  surface; 
slight  motility;  sacro-iliac  joints  normal.  It  was  also 
found  that  the  distance  between  the  tubera  ischii  had 
increased  1.25  cm.,  while  the  anteroposterior  of  outlet  and 
the  diagonal  conjugate  were  unchanged.  The  child  was 
born  in  good  condition,  but  presented  a  depression  over 
its  forehead,  where  it  had  been  dragged  past  the  tip  of  the 
sacrum.  It  weighed  3430  gm.  at  birth  and  3940  on  dis- 
charge, and  presented  the  following  head  measurements: 
13.75,  11.75,  9.25,  8.50,  and  8  cm. 

Subsequent  note,  February  1,  1910.  Patient  is  de- 
lighted with  the  result  of  the  operation,  and  says  she  can 
do  whatever  she  did  before.  Weighs  168  pounds  and  has 
suckled  baby  for  one  year.  Definite  shallow  depression 
1  cm.  in  width  on  anterior,  but  no  trace  of  section  on 
posterior,  surface  of  the  bone.  Definite  motility  on  passive 
movements.     Genitalia  normal. 

Case  XVIII  {'Eo.  3844).— Fingold,  white,  Ill-para, 
aged  twenty-five  years.  Two  children  born  dead  at  term 
after  operative  delivery,  one  being  followed  by  a  complete 
perineal  tear,  one  spontaneous  premature  labor  at  seven 
and  one-half  months.     Generally  contracted  rhachitic  pel- 
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vis,  23.75,  25,  28.75,  17,  and  9.75  cm.  Pubic  arch 
narrow;  distance  between  tubera  ischii  8  cm.  Anterior 
and  posterior  sagittal  diameters  5  and  7.75  cm.,  and  ante- 
roposterior of  outlet  12  cm.  Membranes  ruptured  spon- 
taneously three  days  before  onset  of  labor.  After  one  and 
one-half  hours  of  pain  the  child  was  found  in  L.  O.  T. ; 
head  not  engaged,  but  bulging  markedly  over  the  sym- 
physis pubis.  External  os  5  cm.  in  diameter  with  soft 
margins.  On  account  of  the  past  history  and  the  unfavor- 
able position  of  the  child  it  was  thought  best  to  interefere, 
although  no  radical  indications  were  present. 

February  24,  1909.  Easy  manual  dilatation  of  cervix; 
typical  left-sided  pubiotomy.  Very  slight  bleeding;  deliv- 
ered by  forceps  without  difficulty,  the  bone  wound  sepa- 
rating for  3  cm.  The  vagina  was  not  torn,  but  there  was 
a  slight  nick  in  the  scar  of  the  previous  perineal  operation. 

The  puerperium  was  most  satisfactory.  The  highest 
temperature  was  100.5°,  except  for  a  rise  to  101°  on  the 
day  of  delivery.  There  was  slight  edema  of  the  left  labium 
ma  jus,  and  the  catheter  was  employed  once.  The  upper 
pubiotomy  incision  broke  down  to  some  extent,  but  the 
patient  was  out  of  bed  on  the  sixteenth  day  and  discharged 
on  the  thirty-second  day.  At  that  time  she  walked  well 
and  without  pain.  There  was  no  callus  on  either  surface 
of  the  pubic  bone,  although  a  slight  depression  on  the 
anterior  surface  indicated  the  site  of  section,  at  either  end 
of  which  there  was  a  definite  notch.  Definite  motility  on 
passive  movement  of  thigh. 

The  child  was  born  asphyxiated,  and  was  resuscitated 
with  difficulty.  It  weighed  2080  gm.,  and  presented  the 
following  head  measurements:  12.25,  10.25,  8.25,  7.25, 
and  6.25  cm.  It  died  on  the  twenty-seventh  day  from  a 
streptococcus  infection. 

This  operation  was  probably  unnecessary,  as  the  size  of 
the  child  had  been  miscalculated,  it  being  probable  that 
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spontaneous  labor  would  have  occurred  had  nothing  been 
done.  We  were  lead  to  interfere  more  particularly  by  the 
fact  that  the  woman  was  intensely  desirous  of  having  a 
living  child.  When  examined  eight  months  later  was  in 
excellent  condition. 

Case  XIX  (No.  3897).— Flynn,  white,  aged  thirty-two 
years,  Ill-para.  One  craniotomy  and  two  operative  labors 
with  dead  children.  Flat  pelvis,  26,  29,  34,  18,  and 
10.75  cm.  Tubers  9  cm.  Child  in  E.  O.  T.  At  the  end 
of  three  hours  of  strong,  second-stage  pains  the  head  was 
still  movable  at  the  superior  strait,  bulging  over  the  sym- 
physis pubis  and  showed  no  tendency  to  enter  the  pelvis. 
April  18,  1909.  Left-sided  pubiotomy  by  Dr.  Storrs. 
The  operation  was  typical  and  easy;  very  slight  hemor- 
rhage. Child  readily  delivered  by  high  forceps,  during 
which  the  bone  wound  gaped  for  4  cm.  !N"o  vaginal  or 
perineal  tear.  Convalescence  most  satisfactory,  highest 
temperature  100°  on  the  fifth  day.  Practically  no  pain. 
Catheterization  not  necessary.  Out  of  bed  on  the  twentieth 
and  discharged  on  the  thirty-fourth  day.  At  that  time  the 
pubiotomy  wounds  were  well  healed;  no  callus  on  either 
surface;  marked  motility  on  passive  movement;  sacro- 
iliac joints  normal.  Patient  walks  with  some  difficulty, 
but  states  that  locomotion  is  far  better  than  before  labor, 
when  she  suffered  from  marked  relaxation  of  the  left 
sacro-iliac  joint,  which  was  only  relieved  by  strapping  the 
pelvis. 

The  child  was  born  in  excellent  condition,  weighed 
4870  gm.  at  birth  and  5350  on  discharge.  Was  suckled 
by  its  mother.  The  head  measurements  at  birth  were  13, 
11.75,  9.5,  9.5,  and  8  cm. 

Patient  returned  for  examination  January  27,  1910, 
weighing  168  pounds.  She  complained  of  some  pain  and 
discomfort  in  the  left  hip  on  exertion,  but  stated  that 
she  can  do  ordinary  housework  without  difficulty ;  can  walk 
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for  about  a  half  a  mile  with  ease,  but  begins  to  limp  when 
she  goes  further.  She  does  not  complain  of  this,  as  she 
states  that  it  is  far  less  troublesome  than  before  delivery. 
On  the  anterior  surface  of  the  pubic  bone  there  is  a  slight 
depression  corresponding  to  the  incision  and  a  still  shal- 
lower one  on  the  posterior  surface.  Median  to  the  latter 
is  a  vertical  ridge  which  apparently  corresponds  to  the 
symphyseal  cartilage;  sacro-iliac  joints  normal;  marked 
motility  on  passive  movements  of  thigh;  genitalia  normal, 
except  for  moderate  relaxation  of  the  outlet  and  a  bilateral 
cervical  tear.  Pelvic  mensuration  shows  that  the  Bau- 
delocque  is  increased  2  cm.  and  the  diagonal  conjugate 
ly^  cm.,  while  the  outlet  measurements  are  unchanged. 

Case  XX  (ITo.  3905). — Glascoe,  black,  aged  twenty- 
five  years,  one  previous  spontaneous  labor.  Pelvis  gen- 
erally contracted,  rhachitic.  Measurements:  21.75,22.5, 
28,  17,  and  10  cm.  Pubic  arch  normal.  Child  presented 
in  R.  O.  T.  Membranes  ruptured  spontaneously  eight 
hours  after  onset  of  labor,  when  the  cervix  was  3  cm.  in 
diameter  and  the  head  movable  above  the  pelvic  brim, 
overlapping  the  pubis.  Following  this  a  caput  developed 
and  the  cervix  became  almost  completely  dilated.  Six 
and  one-half  hours  after  rupture  of  the  membranes  the 
head  was  still  floating,  and,  as  the  fetal  heart  sounds  had 
become  irregular,  pubiotomy  was  decided  upon. 

June  18,  1909.  Left-sided  operation  by  Dr.  Storrs,  pre- 
ceded by  preliminary  stretching  of  the  outlet  and  comple- 
tion of  the  cervical  dilatation.  After  severing  the  bone, 
which  was  separated  4  cm.,  the  head  could  be  forced  into 
the  pelvis,  whence  it  was  extracted  by  forceps  in  good 
condition,    l^o  perineal  or  vaginal  tear. 

The  convalescence  was  quite  satisfactory,  although  there 
was  considerable  abdominal  distention  for  the  first  few 
days.  The  temperature  reached  102.2°  on  the  second  day, 
but  at  no  time  was  the  patient  seriously  sick,  nor  did  she 
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suffer  materially.  Some  slight  swelling  of  the  labium 
majus.  Not  catheterized.  Out  of  bed  on  the  twentieth 
and  discharged  on  the  thirty-first  day  in  good  condition. 
Locomotion  good,  no  complaint,  no  note  as  to  motility; 
genitalia  normal. 

The  female  child  was  born  in  good  condition,  and 
weighed  3750  gm.  at  birth  and  4550  at  discharge.  Head 
measurements:  14,  12,  9.25,  9.50,  and  7.75  cm.  Suckled 
by  mother. 

Note. — Patient  wrote  from  Philadelphia,  January  2, 
1910,  that  she  walked  as  well  as  before  the  operation,  and 
could  make  no  complaint  of  any  kind. 

Case  XXI  (No.  4092).— Solen,  aged  23  years, 
white,  Il-para.  Both  children  born  dead  after  oper- 
ative delivery  elsewhere.  Pelvis  generally  contracted, 
rhachitic.  Measurements:  24,  25.25,  28.75,  17,  and 
10.5  cm.  Patient  admitted  at  8  P.  M.  after  having  been 
in  labor  three  hours.  Child  in  L.  Ac,  dorsoposterior  posi- 
tion, attempts  at  external  version  unavailing.  Vaginal 
examination  one  hour  later  showed  the  cervix  fully  dilated 
and  the  membranes  unruptured.  In  view  of  the  history 
of  two  dead-born  children  and  the  pelvic  measurements, 
it  was  decided  to  place  a  Gigli  saw  prophylactically,  rup- 
ture the  membranes,  and  turn  and  extract  the  child,  and  to 
resort  to  pubiotomy  in  case  of  difficulty. 

At  10.15  P.  M.,  September  7,  1909,  Dr.  Slemons  placed 
the  saw  in  position  as  for  a  left-sided  pubiotomy,  and, 
after  rupturing  the  membranes,  seized  the  right  leg, 
readily  performed  version  and  extracted  the  child  up  to 
the  head  without  difficulty.  As  that  did  not  follow  after 
one  minute's  vigorous  traction,  aided  by  pressure  from 
above,  the  pubis  was  sawed  through.  The  ends  of  the 
bone  gaped  3  to  4  cm.  and  readily  permitted  the  extraction 
of  a  live  child.    A  slight  tear  extended  up  the  left  anterior 
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vaginal  sulcus  and  communicated  with  the  bone  wound. 
Repair  with  catgut.     Perineum  not  torn. 

Puerperium  satisfactory.  Very  slight  edema  of  the  left 
labium.  Very  little  complaint;  highest  temperature 
100.4°  on  the  fifth  day.  Not  catheterized.  Up  on  the 
nineteenth  and  discharged  on  the  twenty-fifth  day  feeling 
perfectly  well,  walking  without  difficulty  and  complaining 
of  no  pain.  Wounds  well  healed;  some  callous  tissue  on 
anterior  surface  of  pubic  bone.    Moderate  motility. 

The  male  child  was  slightly  asphyxiated,  but  readily 
resuscitated  and  weighed  4000  gm.  at  birth  and  4240  on 
discharge.  Head  measurements:  12.5,  11.5,  9.5,  9.5,  and 
7.5  cm. 

Subsequent  note,  February  5,  1910.  Patient  states  that 
she  has  done  very  satisfactorily  since  the  operation,  walks 
as  well  as  ever,  and  can  attend  to  her  ordinary  household 
duties  without  difficulty.  When,  however,  she  seriously 
overexerts  herself  she  suffers  some  pain  in  the  left  hip, 
which  is  gradually  growing  less.  Has  suckled  her  child, 
which  has  done  excellently.  Examination  shows  normal 
genitalia,  except  for  movable  retroflexed  uterus.  The 
pubic  bone  is  not  thickened  and  shows  no  trace  of  section 
on  either  its  anterior  or  posterior  surface.  Definite  mo- 
tility on  passive  movement  of  thigh.  Mensuration  shows 
no  appreciable  change  in  the  pelvis. 

Case  XVII  (No.  4107).— Westcott,  black,  aged  six- 
teen years,  0-para.  Pelvis,  generally  contracted  funnel; 
measurements:  24.5,  26.5,  31,  19,  10.75,  and  9  cm.  Pubic 
arch  narrow ;  tubers,  7^  cm.     Child  in  R.  O.  P. 

Patient  had  slight  pains  three  days.  On  admission  the 
membranes  were  bulging;  cervix  completely  dilated,  head 
freely  movable  at  superior  strait.  On  account  of  the 
history  of  prolonged  labor  and  the  fact  that  the  child  seems 
to  be  large  pubiotomy  was  decided  upon. 

September  16,  1909.     Typical  left-sided  pubiotomy  by 
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Dr.  Ainlej.  Very  little  hemorrhage.  Scan2;oni  applica- 
tion of  forceps,  easy  extraction;  bones  separated  about 
5  cm.  Communicating  vaginal  tear  in  left  sulcus  6  to  7 
cm.  long  closed  with  catgut.  Slight  perineal  laceration, 
two  sutures. 

Puerperium  febrile,  but  otherwise  satisfactory.  Tem- 
perature 103.2°  on  the  tenth  day.  Gonococci  in  uterine 
lochia,  l^ot  catheterized.  Patient  out  of  bed  on  the 
twentieth;  left  hospital  on  the  twenty-ninth  day.  On  dis- 
charge the  pubiotomy  wound  was  excellent;  on  anterior 
surface  of  pubic  bone  a  slight  furrow,  with  a  notch  at  its 
lower  end;  posterior  surface  smooth;  marked  motility  on 
passive  movement ;  locomotion  excellent  and  without  pain. 
Uterus  retroflexed,  movable,  well  involuted ;  perineum  well 
healed. 

The  male  child  was  born  somewhat  asphyxiated  but  was 
readily  resuscitated.  Weighed  3700  gm.  at  birth  and  3630 
on  discharge.  Mixed  feeding.  Head  measurements:  13.5, 
12,  9.75,  9.25,  and  8  cm. 

Case  XXIII  (Ilo.  4111). — Jackson,  black,  aged 
twenty-five  years.  One  difficult  but  spontaneous  labor, 
March,  1904.  Pelvis  generally  contracted,  rhachitic; 
measurements:  23.5,  24,  28,  17,  and  10  cm.  Pubic  arch 
normal;  tubers,  13  cm. 

The  patient  was  seen  by  the  out-patient  department 
twenty  hours  after  the  onset  of  labor.  The  membranes 
ruptured  spontaneously  an  hour  or  so  later,  and  as  the  head 
did  not  engage  she  was  sent  to  the  hospital.  On  admission 
the  head  was  in  R.  O.  P.  above  the  superior  strait ;  severe 
and  frequent  pains. 

September  18,  1909.     Pubiotomy  by  Dr.  Ainley  on  the 
left  side   five    hours    after   rupture    of   the   membranes. 
Operation  easy.    Head  rotated  manually  to  R.  O.  T. ;  easy 
forceps  delivery,  during  which  the  ends  of  the  bone  gaped 
for  3  cm.    Perineum  or  vasrina  not  torn. 
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Convalescence  most  satisfactory ;  no  discomfort ;  highest 
temperature  100°.  Patient  turned  spontaneously  on  her 
side  the  night  of  operation.  In  the  absence  of  the  nurse 
on  the  fifth  day  got  out  of  bed  and  took  a  few  steps,  but 
suffered  no  ill  effects  from  it.  Catheterization  not  neces- 
sary. Walked  without  difficulty  at  the  end  of  the  second 
week,  and  was  discharged  on  the  twenty-sixth  day.  At 
that  time  there  was  no  trace  of  the  bone  wound  on  either 
surface  of  the  pubis,  but  shallow  notches  were  felt  on  its 
upper  and  lower  margins.  Slight  motility  on  passive 
movement.  Genitalia  in  excellent  condition.  The  child 
weighed  2860  gm.  at  birth  and  3350  on  discharge.  Suckled 
by  mother.  Head  measurements:  13.25,  11.25,  9.75,  9.5, 
and  8  cm. 

Subsequent  note,  February  3,  1910.  Patient  reports 
that  she  walks  as  well  and  works  as  hard  as  at  any  time 
in  her  life,  and  suffers  no  pain  or  discomfort.  On  exam- 
ination the  genitalia  are  normal;  no  thickening  at  site 
of  section,  but  a  shallow  depression  marks  its  situation  on 
the  anterior  surface,  while  nothing  can  be  felt  posteriorly. 
Distinct  motility  on  passive  movements.  Pelvic  measure- 
ments indicate  that  the  diagonal  conjugate  had  become 
0.75  cm.  longer. 

Case  XXIV  (No.  4185).— Thanner,  white,  aged 
twenty-two  years.  0-para.  Simple  flat  pelvis,  25.75,  27, 
31.5,  18,  and  9.75  cm.  Pubic  arch  fair;  tubera  ischii, 
9  cm.  Patient  fell  into  labor  at  8  A.  M.  N'ovember  14, 
1909,  and  entered  the  hospital  that  evening  with  the  cer- 
vical canal  obliterated  and  the  external  os  admitting  one 
finger.  Child  in  L.  O.  T.  overlapping  the  symphysis.  The 
cervix  became  fully  dilated  after  twenty-four  hours  of 
labor,  when  the  membranes  were  ruptured  artificially. 
No  advance  after  three  hours  of  strong,  second-stage  pains. 
Marked  posterior  parietal  presentation  with  the  sagittal 
suture  2  cm.  behind  the  symphysis. 
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November  15,  1909.  Typical  left-sided  pubiotomy  by 
Dr.  Ainley.  Forceps  extraction  without  difficulty,  the 
bone  wound  gaping  4  cm.  Moderate  amount  of  bleeding; 
slight  nick  in  fourehette  and  a  tear  4  cm.  long  extending 
up  the  left  anterior  vaginal  sulcus  and  communicating 
with  the  pubiotomy  wound.     Kepaired  with  catgut. 

Puerperium  very  satisfactory;  highest  temperature 
101.5°  on  the  third  day.  Slight  edema  of  labium  majus. 
Imperfect  healing  of  vaginal  wound.  Patient  walked  in 
the  third  week  and  was  discharged  in  good  condition  on 
the  thirtieth  day,  when  she  walked  without  difficulty. 
There  was  a  distinct  separation  between  the  cut  ends  of 
the  pubic  bone  of  at  least  1  cm.  and  definite  motility  on 
passive  movement.     Genitalia  in  excellent  condition. 

The  male  child  weighed  2830  gm.  at  birth  and  3530  on 
discharge.  Head  measurements:  13,  11,  8.5,  8.25,  and 
7  cm. 

Patient  returned  for  inspection  January  24,  1910. 
States  that  she  has  done  very  well.  For  some  time  after 
returning  home  she  suffered  considerable  pain  in  the 
pubiotomy  wound,  which  has  gradually  disappeared,  so 
that  she  can  walk  miles  without  difficulty.  Pelvic  exam- 
ination negative,  except  for  small  retroverted  uterus  (lac- 
tation atrophy).  Mensuration  shows  definite  enlargement 
of  pelvis.  Conjugata  diagonalis  10.75  instead  of  9.75  cm., 
and  transverse  of  outlet  10.5  instead  of  9  cm.,  an  increase 
of  1  and  1.5  cm.,  respectively. 

Case  XXV  (No.  4253).— Ida  Wilson,  black,  aged 
twenty-two  years,  I-para.  Operative  labor,  the  child  dying 
the  day  afterward.  Generally  contracted  rhachitic  pelvis, 
25,  24.5,  29.5,  16,  and  10.25  cm.  Pubic  arch  fair;  tubers, 
8.5  cm.  The  pelvis  is  also  somewhat  oblique,  owing  to  a 
rhachitic  kyphoscoliosis  with  the  hump  in  the  dorsal  region 
and  the  convexity  of  the  scoliosis  to  the  right  side. 

Child  in  L.  O.  A.,  not  engaged.     The  membranes  rup- 
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tured  after  fifteen  hours  of  first-stage  pains,  when  the 
cervix  was  5  cm.  in  diameter;  seven  hours  later  it  was 
fully  dilated.  iN'o  engagement  after  two  hours  of  strong, 
second-stage  pains  with  marked  overlapping  of  the  bones 
and  a  large  caput.  At  the  same  time  the  temperature 
rose  to  100.2°,  and  the  fetal  pulse  to  nearly  160  per 
minute.  In  view  of  these  conditions  pubiotomy  was  de- 
cided upon. 

January  12,  1910.  Left-sided  pubiotomy  by  Dr.  Ain- 
ley.  Easy,  high  forceps,  during  which  the  cut  ends  of  the 
bone  separated  3  cm.  Vagina  not  torn,  and  only  a  slight 
nick  in  the  perineal  mucosa.  Convalescence  most  satis- 
factory, and  the  patient  scarcely  complained  of  pain  at 
any  time.  Highest  temperture  101.4°  on  the  fifth  day. 
Turned  spontaneously  in  bed  on  the  third,  sat  up  on 
the  eleventh,  and  was  out  of  bed  on  the  twenty-first  day. 
Slight  edema  of  the  left  labium  majus,  which  did  not 
cause  discomfort.     Catheterization  not  necessary. 

The  child  was  somewhat  asphyxiated,  but  was  readily 
resuscitated.  It  weighed  3025  gm.  at  birth,  and  its  head 
measured  12.5,  10.5,  9,  8.25,  and  7  cm.  Was  suckled  by 
mother. 

On  discharge  on  the  twenty-seventh  day  the  patient 
walked  perfectly  and  suffered  absolutely  no  discomfort  of 
any  kind.  The  genitalia  were  normal ;  no  callus  on  either 
surface  of  the  bone  section,  but  slight  motility  on  passive 
movement  of  thigh.  Mensuration  of  the  pelvis  indicated 
that  permanent  enlargement  had  not  resulted. 

Case  XXVI  (Ko.  4125).— Miller,  white,  0-para,  aged 
twenty-three  years.  Prophylactic  placing  of  Gigli  saw. 
Pelvis  generally  contracted,  23,  27,  35,  19,  and  11  cm.; 
tubera  ischii,  9  cm. 

The  patient  was  admitted  to  the  hospital  after  having 
been  in  labor  nearly  sixty  hours,  with  the  cervix  fully 
dilated  and  a  frank  breech  at  the  spines  in  L.  S.  P.    Aceii- 
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rate  palpation  was  impossible,  owing  to  the  tense  abdomen, 
though  its  large  size  suggested  an  unusually  large  child. 
The  pains  were  poor  for  the  next  few  hours,  and  no 
advance  occurred. 

Thinking  that  the  dystocia  was  probably  due  to  the  size 
of  the  child,  Dr.  Ainley,  upon  my  advice,  placed  a  Gigli 
saw  in  position  on  the  left  side  before  attempting  extrac- 
tion, so  that  pubiotomy  could  be  promptly  performed  if 
diflficulty  was  experienced.  The  child,  however,  was  readily 
extracted  and  was  found  to  be  small  and  slightly  asphyx- 
iated. Following  its  delivery  an  unruptured  amniotic  sac 
protruded  from  the  cervix,  and  on  rupturing  it  a  second 
child  was  found  lying  in  R.  S.  A.,  which  was  readily  ex- 
tracted by  Mauriceau's  method.  A  second-degree  perineal 
tear  resulted,  which  was  repaired  as  well  as  the  pro- 
visional pubiotomy  wound.  The  children  were  females, 
and  weighed  2790  and  2980  gm.  respectively. 

During  the  course  of  the  night  the  patient  complained 
of  poor  vision,  and  five  hours  after  delivery  had  a  typical 
convulsion,  which  was  followed  by  sixteen  others.  She 
recovered  under  the  usual  treatment,  although  for  the 
first  few  days  there  was  marked  mental  disturbance.  The 
temperature  rose  to  103.4°  on  the  fifth  day,  and  fell  to 
normal  on  the  tenth  day.  The  patient  and  her  children 
were  discharged  on  the  nineteenth  day  in  good  condition. 

Case  XXVI  (No.  4116).— Black,  I-para.  Subsequent 
note  to  Case  VI,  autopsy  findings  showing  effect  of  preg- 
nancy upon  a  pelvis  previously  subjected  to  pubiotomy. 
Generally  contracted  rhachitic  pelvis,  21,  23,  29,  16.5, 
and  9.5  cm.  Pubic  arch  wide;  tubers,  11.5  cm.  Marked 
motility  at  site  of  old  pubiotomy  wound. 

Entered  the  hospital  September  22,  1909,  threatened 
with  premature  labor.  Under  rest  in  bed  and  medicinal 
treatment  the  symptoms  passed  ofiP  and  she  went  uninter- 
ruptedly to  term.     Examination  on  October  23  showed  a 
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moderately  large  child  in  L.  O.  T.,  with  the  head  pro- 
jecting markedly  over  the  pubis,  which  could  not  be  im- 
pressed into  the  pelvis  by  Miiller's  method.  In  view  of  the 
fact  that  the  last  labor  had  been  ended  by  pubiotomy,  with 
a  child  weighing  3220  gm.,  whose  head  presented  a  deep 
promontory  depression,  it  was  thought  that  radical  inter- 
ference would  be  required  at  the  approaching  labor,  and 
that  a  primary  Cesarean  section  at  its  onset  would  be  more 
conservative  than  a  second  pubiotomy.  Accordingly,  direc- 
tions were  given  that  the  patient  should  not  be  examined 
vaginally,  and  preparations  be  made  for  Cesarean  section 
at  the  beginning  of  labor. 

N'ovember  10,  1909.  Typical  conservative  Cesarean 
section  three  hours  after  the  first  pains.  The  child  was 
delivered  in  good  condition,  weighed  3430  gm.,  and  pre- 
sented the  following  head  measurements:  13.5,  11.5,  9.5, 
9.75,  and  8.5  cm.  It  was  fed  artificially  and  weighed  3645 
gm.  when  it  left  the  hospital.  Owing  to  an  unfortunate 
break  in  teehnic  the  patient  became  infected,  and  died 
from  general  peritonitis  the  sixth  day  after  the  operation. 

The  anatomical  diagnosis  at  autopsy  was:  Subinvolu- 
tion of  uterus  and  retention  of  placental  tissue  and  fetal 
membranes;  streptococcus  endometritis,  acute  fibrinopu- 
rulent  peritonitis;  acute  serosanguineous  pleurisy  (bilat- 
eral) with  compression  of  left  lung;  bronchopneumonia; 
acute  splenic  tumor;  cloudy  swelling  of  viscera;  fatty 
degeneration  of  liver;  generally  contracted  rhachitic 
pelvis. 

On  completing  the  autopsy  the  entire  pelvis  was  excised, 
together  with  the  lumbar  vertebrsB  and  the  upper  ends  of 
the  femora,  and  its  study  showed  most  interesting  condi- 
tions. Unusual  motility  existed  at  the  old  pubiotomy 
wound,  which,  after  removing  the  muscles  as  well  as  pos- 
sible, was  found  to  be  filled  by  a  thick  mass  of  soft 
connective  tissue.     This  buckled  markedly  when  the  two 
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sides  of  the  pelvis  were  pushed  together,  and  permitted  a 
lateral  excursion  of  II/2  cm.  and  a  vertical  one  of  21/2  cm. 

The  true  conjugate  measured  9  cm.  instead  of  7.5  cm. 
or  8  cm.  as  calculated,  although  it  is  possible  that  the 
increase  may  have  been  due  to  the  relaxation  incident  to 
the  removal  of  the  pelvis  from  the  body.  The  transverse 
diameter  of  the  superior  strait  could  be  increased  from  12 
to  13  cm. ;  the  distance  between  the  anterior  superior 
spines  from  20  to  21  cm.,  and  that  between  the  tubera 
ischii  from  11  to  13  cm.,  as  the  cut  ends  of  the  bone 
were  in  contact  or  drawn  apart.  The  anteroposterior 
diameter  of  the  outlet  measured  11  cm.,  and  was  not 
affected  by  lateral  movements  of  the  pelvis. 

An  x-ray  picture  showed  that  the  pelvis  had  so  rotated 
on  the  sacrum  that  the  median  fragment  of  the  left  pubic 
bone,  instead  of  the  symphysis  pubis,  lay  in  the  midline 
opposite  the  centre  of  the  sacral  promontory,  and  that  the 
anterior  margin  of  the  right  sacro-iliac  joint  had  been 
somewhat  spread  apart  in  consequence. 

The  entire  pelvis  was  then  hardened  in  formalin,  and 
later,  in  order  to  study  conditions  at  the  pubiotomy  wound, 
a  block  measuring  6.75  cm.  in  length  and  1.75  in  height 
was  sawed  out  from  the  central  portion  of  the  anterior 
pelvic  wall,  approximately  equidistant  from  its  upper  and 
lower  margins.  On  its  upper  surface  no  trace  of  the 
median  fragment  of  the  left  pubic  bone  was  visible,  while 
the  distal  end  of  the  latter  was  separated  from  the  sym- 
physeal  end  of  the  right  pubic  bone  by  a  mass  of  fibrous 
tissue  3.5  cm.  broad  on  its  anterior  and  2.5  cm.  on  its  pos- 
terior aspect.  The  portion  of  this  tissue  adjoining  the 
right  pubic  bone  was  composed  of  cartilage,  while  its  left 
half  presented  a  different  appearance,  being  made  up 
partly  of  cartilage  and  partly  of  fibrous  and  muscular 
tissue  interpolated  between  the  former  and  the  distal  end 
of  the  left  pubic  bone.     The  free  surface  of  the  latter  was 
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covered  by  a  layer  of  cartilage  1  to  1.5  mm.  thick,  under 
which  there  was  a  compact  layer  of  bone  apparently  con- 
tinuous with  that  on  its  anterior  and  posterior  surface. 

On  the  lower  surface  of  the  block  a  totally  different  con- 
dition prevailed.  The  anterior  ends  of  the  bone  being  3 
and  the  posterior  ends  21^  cm.  apart,  while  the  space 
between  them  was  filled  out  in  great  part  by  cartilage,  in 
the  centre  of  which  was  an  oblong  piece  of  bone  8x4  mm. 
corresponding  to  the  median  fragment  of  the  left  pubie 
bone.  This  lay  nearly  1  cm.  below  the  level  of  the  supe- 
rior margin  of  the  horizontal  ramus.  The  space  between 
it  and  the  distal  end  of  the  left  pubic  bone  was  in  great 
part  filled  out  by  what  appeared  to  be  infolded  muscular 
tissue,  while  the  free  end  of  the  median  fragment  was 
covered  by  cartilage. 

On  sawing  the  block  longitudinally,  it  was  found  that 
the  median  fragment  of  the  bone  occupied  only  its  lower 
portion,  so  that  its  height  was  considerably  less  than  one- 
half  that  of  the  pubis.  Whether  this  was  due  to  its  having 
sunk  down  or  to  the  elevation  of  the  distal  end  of  the 
severed  bone  cannot  be  ascertained,  but  in  any  event  it  is 
apparent  that  the  median  fragment  had  undergone  marked 
atrophy,  as  originally  it  must  have  been  of  the  same 
height  as  the  rest  of  the  pubic  bone  and  extended  from  the 
median  side  of  the  pubic  spine  to  the  symphysis  pubis. 

The  following  note  was  also  made  in  the  history :  "The 
extent  of  the  motility  was  a  great  surprise  to  us,  and  was 
80  pronounced  that  it  seems  that  spontaneous  labor  might 
have  occurred  had  the  patient  been  left  alone,  provided, 
of  course,  that  the  same  degree  of  motility  was  present 
during  life,  as  was  noted  in  the  excised  pelvis." 
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Conclusions. 

1.  In  25  pubiotomies  performed  at  the  Johns  Hopkins 
Hospital  there  were  no  maternal  and  3  fetal  deaths,  only 
one  of  which  was  attributable  to  the  operation. 

2.  All  patients  were  delivered  by  forceps  or  version  im- 
mediately after  pubiotomy.  There  were  no  injuries  to  the 
bladder,  six  perineal  and  five  deep  communicating  vaginal 
tears,  notwithstanding  the  fact  that  12  of  the  patients  were 
primiparse. 

3.  The  relative  infrequency  of  injury  to  the  soft  parts 
is  attributed  to  restricting  the  operation  to  suitable  grades 
of  pelvic  contraction  and  to  the  employment  of  Doeder- 
lein's  technic,  but  particularly  to  extensive  manual  dilata- 
tion of  the  vagina  and  perineum  prior  to  operating.  The 
occurrence  of  such  injuries  may  be  still  further  decreased 
by  making  horizontal  instead  of  upward  traction  when 
delivering  the  head  through  the  vulva. 

4.  The  after-treatment  is  not  so  onerous  as  is  generally 
stated,  and  most  patients  suffer  but  little.  Immo- 
bilization of  the  pelvis  is  not  necessary,  a  4-inch  adhesive 
strip  around  the  trochanters  being  sufficient.  The  patients 
usually  move  spontaneously  in  bed  between  the  second  and 
fourth  days,  get  up  between  the  fifteenth  and  twentieth, 
and  are  discharged  on  the  thirtieth  day  with  satisfactory 
locomotion.  Healing  generally  occurs  by  fibrous  union, 
so  that  there  is  definite  motility  between  the  ends  of  the 
bone  in  at  least  two-thirds  of  the  cases. 

5.  The  maternal  mortality  should  not  exceed  2  per  cent., 
provided  the  operation  is  performed  by  competent  opera- 
tors upon  uninfected  women,  who  have  not  been  exhausted 
by  previous  attempts  at  delivery. 

6.  It  is  indicated  in  contracted  pelves  where  the  con- 
jugata  vera  exceeds  7  cm.  and  after  a  test  of  several  hours 
in  the  second  stage  of  labor  has  shown  that  the  dispropor- 


324      IS  PUBIOTOMY   A  JUSTIFIABLE  OPERATION 

tion  cannot  be  overcome,  as  well  as  in  certain  funnel-shaped 
pelves. 

7.  Prophylactic  placing  of  the  saw  is  indicated  prior  to 
breech  extractions  or  versions  from  transverse  presenta- 
tions when  it  appears  problematical  whether  the  head  can 
pass  through  the  pelvis,  and  the  bone  sawed  through  imme- 
diately after  discovering  the  disproportion. 

8.  In  multiparse  with  a  history  of  repeated  difficult 
labors,  or  in  primiparae  presenting  excessive  disproportion, 
pubiotomy  is  inferior  to  Cesarean  section  performed  at  the 
end  of  pregnancy  or  at  the  onset  of  labor ;  othervdse  it  does 
not  enter  into  competition  with  it,  as  the  former  is  the 
operation  of  choice  in  borderline  pelves  after  the  patient 
has  been  subjected  to  the  test  of  labor,  and  at  that  time  it  is 
many  times  less  dangerous  than  the  classical  Cesarean 
section. 

9.  In  uninfected  women  it  should  replace  high  forceps, 
prophylactic  version,  induction  of  premature  labor,  and 
craniotomy  upon  the  living  child.  In  how  far  it  may 
compete  with  su.prasymphyseal  Cesarean  section  must  be 
shown  by  future  observations. 

10.  It  should  not  be  employed  in  infected  patients  or 
after  failure  to  deliver  by  other  means.  It  should  be 
regarded  as  a  primary  operation  whose  dangers  are  infec- 
tion, deep  tears,  and  hemorrhage. 

11.  Where  the  separation  between  the  cut  ends  of  the 
bone  does  not  exceed  4  to  5  cm.,  the  patients  recover  per- 
fectly and  are  able  to  walk  and  work  as  well  as  previously. 

12.  In  view  of  the  fact  that  the  bone  section  usually 
heals  by  fibrous  union,  a  certain  degree  of  permanent  en- 
largement of  the  pelvis  may  follow,  particularly  in  the 
transverse  diameter  of  the  outlet  and  less  so  in  the  con- 
jugata  vera.  Under  the  influence  of  the  hyperemia  inci- 
dent to  a  subsequent  pregnancy,  this  may  occasionally 
become  markedly  exaggerated  and  be  sufficient  to  permit 
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spontaneous  labor.  Should  this  not  occur,  a  second  pubi- 
otomy  may  be  performed,  while  Cesarean  section  should 
be  limited  to  those  cases  in  which  the  pelvic  contraction  is 
marked  and  the  child  large. 
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DISCUSSION. 


Dr.  James  C.  Edgar. — For  a  long  time  the  obstetrician 
has  been  looking  for  an  operation  as  a  substitute  for  Cesarean 
section  in  what  has  been  termed  borderline  cases.  Some  time 
ago  there  came  over  the  horizon  the  operation  of  symphysi- 
otomy, and  we  all  know  it  was  received  with  a  good  deal  of 
enthusiasm.  We  had  our  experience  with  it,  and  then  our 
enthusiasm  seemed  to  be  dampened  to  a  considerable  extent 
regarding  symphysiotomy,  and  after  we  had  done  a  dozen  or 
so  of  these  operations  we  gave  the  operation  up,  and  so  far 
as  I  could  find  out,  speaking  from  my  own  observation  and 
experience,  the  dampening  of  our  enthusiasm  seemed  to 
be  due  to  the  stormy  convalescence  of  the  patients  who  were 
operated  on  by  opening  the  symphysis,  and  not  so  much  to 
the  mortality.  But  it  was  the  stormy  getting  up  and  exces- 
sive pain  from  injury  to  the  anterior  vaginal  wall  and 
urethra.  I  still  occasionally  do  symphysiotomy,  but  only 
occasionally.  I  have  a  patient  who  is  convalescing  now  in 
my  Bellevue  service.  If  we  can  have  an  operation  which 
will  take  the  place  as  an  elective  procedure  of  Cesarean 
section  in  these  borderhne  cases,  we  will  have  made  a  great 
step  forward  in  midwifery,  and  it  would  seem  from  what  has 
been  just  said  by  the  speaker  that  possibly  we  have  the 
choice  of  this  operation  in  sawing  the  bone  rather  than 
cutting  between  the  pubic  joints.  I  think  the  reason  why 
a  great  many  of  us  have  been  deterred  from  taking  up  pubi- 
otomy was  our  experience  in  the  stormy  convalescence  of 
our  cases  of  symphysiotomy,  and  heretofore  I  think  the 
German  hterature  and  the  experience  of  us  here  in  this 
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■country  have  rather  hmited  pubiotomy  to  cases  where 
Cesarean  section  was  contraindicated  by  reason  of  the  con- 
dition of  the  mother,  and  very  few  of  us  have  taken  it  up  as 
an  elective  operation.  But  from  this  series  of  twenty- five 
cases  it  would  seem  possible  that  we  have  an  operation  here 
that  will  be  an  elective  operation.  I  must  modify  that 
statement  somewhat  by  saying  in  cases  where  it  is  too  late 
to  induce  labor.  If  I  had  my  choice  in  the  borderline  cases, 
I  would  prefer  to  induce  labor  in  the  last  four  weeks  of 
gestation  rather  than  allow  the  woman  to  go  to  term  and  do 
pubiotomy.  In  a  borderline  case  it  would  appear  that 
pubiotomy  is  possibly  an  operation  which  will  take  the 
place  of  symphysiotomy  of  years  past. 

Dr.  Richard  C.  Norris. — Since  I  presented  a  paper  two 
years  ago  I  have  had  further  experience  with  this  operation. 
I  have  had  the  opportunity  to  do  pubiotomy  the  second 
time  on  the  same  patient.  I  have  also  done  pubiotomy  in 
private  practice  when  the  only  facilities  were  those  offered 
in  a  boarding-house,  and  from  my  limited  experience  of  six 
cases  my  ideas  on  this  operation  may  be  summarized  as 
follows:  Where  I  have  a  case  with  relative  disproportion,  and 
:find  after  careful  study  of  the  case  that  spontaneous  labor 
would  be  difficult  or  improbable,  I  would  elect  Cesarean 
section,  especially  in  a  primipara.  On  the  other  hand, 
where  the  patient  is  a  multipara  who  has  lost  one  baby 
with  difficult  forceps  delivery,  and  the  pelvic  measurements 
are  such  as  to  put  her  in  the  borderhne  cases,  if  it  is  too  late  or 
the  disproportion  is  too  great  for  the  induction  of  premature 
labor,  I  would  elect  pubiotomy  rather  than  Cesarean  section. 
I  believe  that  the  danger  of  this  operation  after  an  aseptic 
test  of  labor  is  not  nearly  so  great  as  that  of  the  abdominal 
operation.  Furthermore,  it  has  been  my  experience  in  my 
few  cases  that  the  convalescence  is  quite  easy  and  com- 
fortable. In  all  the  cases  I  have  had  there  has  been  no  rise 
of  temperature,  and  there  has  been  as  easy  a  convalescence 
as  Dr.  Williams  has  described. 

Now,  as  to  the  technique  of  the  operation,  in  addition  to 
what  Dr.  Williams  has  said,  I  have  found  it  of  use,  after 
making  the  incision  and  passing  the  finger  back  of  the  pubes 
to  separate  the  bladder,  to  introduce  a  catheter  into  the 
urethra,  and  have  the  assistant  draw  in  the  opposite  direction 
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the  base  of  the  bladder  and  urethra;  and,  furthermore,  in 
guiding  the  needle  back  of  the  pubic  bone,  to  introduce  two 
fingers  of  the  left  hand  into  the  vagina,  push  the  presenting 
part  away  from  the  pelvic  brim,  feel  the  tip  of  the  needle 
as  it  starts  its  journey  downward,  guide  it  past  the  edge  of 
the  obturator  foramen  so  as  to  make  the  hne  of  subsequent 
section  of  the  bone  take  its  proper  course.  Also,  after  the 
saw  has  been  appUed,  to  put  the  fingers  in  the  vagina  to 
place  the  saw  along  this  hne,  so  that  the  section  of  the  bone 
does  not  invade  the  obturator  foramen.  As  a  detail  in 
technique  to  avoid  possible  sepsis  it  is  unnecessary,  as  Dr. 
Wilhams  has  said,  to  have  the  assistant  do  one  part  of  the 
operation  while  you  do  the  rest,  because  you  can  change 
the  rubber  gloves,  which  I  do,  and  proceed  with  the  obstetric 
operation.  Hemorrhage  in  my  experience  has  not  been 
excessive.  A  good  sized  wad  of  gauze  packed  between  the 
ends  of  the  bone  has  controlled  the  bleeding.  Furthermore, 
during  the  actual  forceps  delivery  or  version,  it  is  wise  to 
have  counter-pressure  made  upon  the  trochanters.  In  one 
case,  while  making  traction  with  forceps,  as  the  head  was 
coming  through  the  pelvis  there  was  a  three  finger's  breadth 
separation  between  the  cut  ends  of  the  bone,  so  that  there  is 
considerable  distention  of  the  soft  tissues,  which  can  be 
readily  overdone  and  deep  laceration  occur  if  this  precaution 
is  not  taken. 

I  have  found  frequent  catheterization  desirable  in  three 
cases.  There  was  a  httle  blood-tinged  urine  for  the  first 
twenty-four  hours.  After  that  there  was  no  further  trouble. 
In  one  case  the  urine  was  blood-stained  immediately  after 
the  operation  and  a  catheter  was  left  in  the  bladder  a  day. 

As  to  the  convalescence,  Dr.  Peterson  will  remember 
seeing  two  patients  at  the  retreat,  on  one  of  whom  I  did  a 
primary  elective  Cesarean  section,  and  on  the  other  a 
pubiotomy.  They  were  lying  side  by  side,  with  the  balance 
of  comfort  in  favor  of  the  pubiotomy  case.  It  is  not  a 
dangerous  operation,  and  the  cardinal  features  which 
should  make  it  successful  are,  first,  asepsis,  and  second,  the 
care  and  dehberate  slowness  with  which  the  obstetric 
procedure  is  undertaken  and  carried  out  after  the  section  of 
the  pubic  bone.  As  I  look  over  the  histories  of  cases,  it 
seems  to  me  the  greatest  danger  is  from  these  extensive 
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lacerations  of  the  vagina  that  communicate  with  the  area 
of  the  incised  bone,  or  extensive  rupture  of  the  bloodvessels 
that  cause  a  hematoma. 

Dr.  Williams  (closing).— In  my  brief  resume,  a  number 
of  points  were  omitted  which  will  be  considered  in  detail 
in  the  paper.  The  twenty-six  operations  were  not  all  done 
by  myself,  but  partly  by  four  assistants,  so  that  they  repre- 
sent the  collective  experience  of  five  men  in  my  service. 

I  consider  that  the  operation  should  not  be  performed 
when  the  patient  presents  an  elevated  temperature,  for,  if 
we  wish  to  obtain  good  results,  she  must  be  operated  upon 
before  she  has  become  infected.  If  the  question  of  pubiotomy 
comes  up  in  such  cases,  I  should  not  perform  it;  but  rather 
apply  forceps  tentatively,  and,  if  not  successful,  should 
terminate  the  labor  by  craniotomy,  as  I  hold  that  pubiotomy 
upon  infected  women  has  a  mortahty  somewhere  between 
10  and  20  per  cent.,  and  is  too  dangerous  to  be  undertaken 
merely  on  account  of  the  child. 

In  one  half  of  my  cases  the  pubiotomy  was  done  upon 
primiparous  women,  and  I  beheve  that  a  large  part  of  our 
good  results  can  be  explained  by  the  routine  preliminary 
manual  dilatation  of  the  vaginal  outlet  before  beginning 
the  operation.  As  a  result,  the  soft  parts  and  perineum  are 
not  torn  by  dragging  the  head  through  them  by  means  of 
forceps.  I  also  consider  that  a  considerable  number  of  tears, 
particularly  of  the  anterior  vaginal  wall,  is  due  to  misdirected 
traction.  I  have  watched  a  number  of  operations  done  by 
my  assistants  and  in  a  number  of  instances  noticed  that  when 
the  head  was  being  delivered  through  the  vulva  they  made 
upward  traction,  as  usual,  instead  of  horizontally  outward, 
thereby  subjecting  the  anterior  vaginal  wall  to  considerable 
stress  and  to  the  danger  of  being  forcibly  pressed  upon  the 
cut  ends  of  the  bone. 

In  applying  the  needle  I  do  not  guide  it  by  means  of  a 
finger  in  the  vagina,  but  make  my  pubiotomy  wound  large 
enough  to  permit  the  introduction  of  the  index  finger 
behind  the  pubic  bone  so  that  it  reaches  its  lower  margin. 
Under  such  conditions  I  have  absolute  control  of  its  passage 
and  know  that  I  have  not  wounded  the  bladder. 

Concerinng  the  test  of  labor  I  would  say  that  the  average 
duration  of  the  second  stage  of  labor  in  this  series  of  cases 
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was  three  and  one-half  hours.  As  danger  to  the  mother  or 
child  supervened  in  some  cases  shortly  after  the  cervix  had 
become  completely  dilated,  it  follows  that  in  a  number  of 
other  cases  the  women  were  subjected  to  a  second  stage  of 
five  or  six  hours,  so  that  nature  was  afforded  every  oppor- 
tunity to  complete  the  process  and  interference  was  only 
undertaken  when  she  had  demonstrated  her  inefficiency  to 
fulfil  the  task. 

I  consider  that  the  scope  of  the  operation  may  be  con- 
siderably increased  by  the  so-called  prophylactic  placing  of 
the  saw  and  resorting  to  pubiotomy  or  not  according  to  the 
exigencies  of  the  case.  Thus,  in  a  woman  with  a  moderately 
contracted  pelvis  and  a  large  child  presenting  by  the  breech, 
the  child  is  inevitably  lost  if  difficulty  occurs  in  extraction; 
for  the  reason  that  it  will  perish  before  any  other  procedure 
can  be  instituted.  On  the  other  hand,  if  the  saw  is  apphed 
prophylactically  and  difficulty  is  experienced,  a  few  strokes 
of  the  saw  suffices  to  open  the  pelvic  girdle  and  permit  the 
easy  extraction  of  the  child.  This  was  done  in  several 
instances  with  excellent  results,  while  in  several  others  the 
child  was  delivered  wathout  the  necessity  of  sawing  through 
the  bone,  so  that  we  simply  had  to  deal  with  the  skin  incision. 
In  another  instance,  where  the  child  lay  transversely  in  a 
woman  who  presented  a  history  of  a  number  of  difficult 
labors  with  dead  children,  the  saw  was  applied  prophy- 
lactically before  resorting  to  version.  As  extraction  proved 
extremely  difficult  the  bone  was  sawed  through  and  a  five 
child  extracted. 

I  do  not  wish  to  go  on  record  as  coming  before  you  as  an 
unreasoning  advocate  of  this  operation,  but  at  the  present 
time  I  consider  that  it  is  the  most  available  operation  when- 
ever we  wish  to  subject  a  woman  with  a  borderline  pelvis 
to  the  test  of  the  second  stage  of  labor,  and  find  Nature 
inefficient  to  fulfil  her  task.  Surgically  speaking,  it  is  not  so 
satisfactory  an  operation  as  primary  Cesarean  section,  but 
in  the  class  of  cases  under  consideration  unless  we  have  the 
history  of  previous  difficult  labors  to  guide  us,  one  would 
hesitate  to  resort  to  primary  Cesarean  section,  for  if  we  did 
so  we  should  undoubtedly  perform  the  operation  four  or  five 
times  as  often  as  was  strictly  indicated. 


THE  ETIOLOGY  OF  THE  PTOSES  AND  THEIR 
RELATION  TO  NEURASTHENIA. 


By  Edwaed  Reynolds,  M.D. 
Boston. 


The  application  of  surgical  treatment  to  neurasthenia 
implies  a  belief  that  in  the  given  case  the  nervous  condition 
is  the  product  of  local  suffering,  and  that  the  attainment 
of  the  ultimate  object,  of  course,  implies  the  complete 
relief  of  the  local  suffering  as  the  first  step  in  the  process 
of  cure.  It,  therefore,  seems  logical  that  any  discussion 
of  the  surgical  aspects  of  neurasthenia  should  begin  by 
consideration  of  the  results  which  may  be  expected  in  the 
relief  of  the  local  symptomatology. 

In  this  particular  subject  of  the  connection  between 
the  ptoses  and  neurasthenia  we  are  met  at  the  outset  by 
the  significant  fact  that  after  many  years  of  collective 
experience  in  the  surgical  treatment  of  the  ptoses  the  dis- 
cussion about  the  end  results  of  operation  is  almost  as 
active  and  as  much  a  moot  question  as  it  was  ten  years  ago. 

It  is  further  significant  that  a  review  of  the  literature 
of  this  subject  during  the  past  ten  years  shows  at  once  that 
the  controversy  upon  it  has  been  conducted  almost  without 
exception  along  the  lines  of  advocacy  of  differing  technical 
methods,  and  with  an  almost  entire  neglect  of  any  apparent 
interest  in  the  cause  of  the  lesions. 

Now  the  whole  history  of  surgical  progress  shows  that 
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the  long  persistence  of  such  a  technical  question  without 
satisfactory  settlement  always  implies  an  unsettled  pathol- 
ogy or  etiology,  and  that  such  a  technical  controversy  is 
usually  brought  to  an  end  only  by  some  advance  in  our 
theoretical  knowledge  of  the  cause  of  the  lesions,  after 
which  the  decision  about  methods  is  usually  prompt  and 
easy.  Thus  the  selection  of  the  etiology  of  the  ptoses  as 
the  subject  of  the  opening  paper  in  this  discussion  has  the 
double  justification  that  it  is  at  once  the  line  of  discussion 
which  promises  the  most  far-reaching  results,  and  that 
which  has  been  least  worked  out. 

The  first  and  most  important  point  in  the  etiology  of 
the  ptoses  is  almost  axiomatic.  It  needs  no  argument  to 
show  that  they  are  never  primary  lesions,  but  are  always 
secondary  to  some  pre-existent  mechanical  cause,  either 
(a)  in  the  failure  of  the  natural  supports  of  the  organ, 
or  (&)  in  the  existence  of  some  abnormal  force  antagonistic 
to  the  efforts  of  supports  of  normal  strength.  These  two 
classes  of  cause  now  demand  our  further  consideration. 

The  ptoses  due  to  weakness  of  the  supporting  structures 
are  far  the  best  understood  and  may  conveniently  be  con- 
sidered first.  Ptoses  due  solely  to  such  weakness  are,  how- 
ever, far  less  common  than  has  been  generally  understood. 

Much  that  has  been  written  in  the  past  on  the  subject 
of  ptosis  would  lead  one  to  believe  that  a  spontaneous 
relaxation  of  the  supports  of  some  one  organ  was  a  common 
phenomenon.  So  far  as  my  observations  go  they  tend  to 
show  that  this  is  an  erroneous  view,  and  that  the  muscular 
relaxations  are  always  general  in  their  character.^ 

The   importance   of   general,    constitutional,    muscular 

'  Cases  which  appear  to  be  due  to  localized  relaxation  of  the 
supports  of  a  single  organ  will  always  prove  on  closer  analysis  to 
be  due  to  an  abnormal  force  which  is  pushing  or  pulling  that 
organ  out  of  position,  and  which  has  overcome  the  tonicity  of  its 
natural  supports. 
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relaxation  and  loss  of  fat  in  the  production  of  generalized 
ptosis  is  so  well  understood  that  it  would  be  unnecessary 
to  more  than  allude  to  it  before  such  an  audience  as  this, 
were  it  not  for  the  fact  that  your  Transactions  are  widely 
read,  and  for  that  reason  so  important  a  fact  as  this  must 
not  be  lightly  passed  over. 

It  is,  moreover,  important  to  realize  here  that  rapid 
loss  of  fat  is  by  all  odds  the  most  important  element  in 
the  causation  of  the  class  of  cases  in  which  the  ptosis  is  the 
result  purely  of  passive  lengthening  of  the  normal  sup- 
ports. The  tissues  in  these  relaxed  cases  have  usually  been 
previously  stretched  by  the  deposition  of  fat  within  them, 
and  if  this  is  suddenly  lost,  lengthening  of  the  so-called 
ligaments  is  inevitable. 

In  treatment  it  is  most  essential  to  recognize  that  in  this 
class  of  cases  operative  treatment  is  almost  never  indicated. 
We  must  treat  them  in  accordance  with  their  causation. 
They  wiU  usually  obtain  relief  under  treatment  directed 
toward  improvement  of  general  muscular  tone  and  in- 
crease of  nutrition,  and  will  never  obtain  satisfactory  relief 
without  such  general  improvement.  Operative  treatment 
should  be  adopted  only  in  the  very  few  instances  in  which 
the  local  symptoms  which  are  the  product  of  the  ptosis  so 
far  interfere  with  digestion  as  to  render  it  difficult  to 
secure  proper  nutrition  without  it,  and  even  then  it  must 
be  remembered  that  subsequent  improvement  in  nutrition 
and  muscular  tonicity  is  the  ultimate  object  of  the  opera- 
tion, and  that  every  therapeutic  device  at  our  command 
should  be  directed  toward  its  attainment. 

The  causation  and  management  of  ptoses  of  this  first 
class  are,  however,  generally  well  understood,  and  belong 
to  the  domain  of  accepted  surgical  principles,  but  the 
theorem  that  there  are  many  cases  of  ptosis  which  are 
primarily  due  to  the  existence  of  forces  which  are  antago- 
nistic to  the  normal  supports   of  the   viscera   has   only 
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recently  attracted  attention.  I  believe  that  many,  if  not 
most,  of  our  failures  in  the  operative  treatment  of  ptosis 
occur  in  cases  of  this  second  class,  and  are  due  to  adoption 
of  routine  operative  measures  without  previous  investiga- 
tion of  the  cause  of  the  individual  ptosis  and  often  in 
defiance  of  continuing  forces  which  directly  dispose  to  its 
reproduction.  The  discussion  of  these  predisposing  or 
directly  causative  anomalies  and  of  the  surgical  measures 
appropriate  to  their  correction  forms  then  my  main  theme. 

The  forces  which  tend  to  produce  ptosis  may  be  of 
either  local  or  general  origin,  and  must  be  considered  in 
detail,  those  of  systemic  origin  and  influence  naturally 
coming  first. 

Geneeai,  Static  Foeces.  During  the  last  four  or  five 
years  my  attention  has  been  especially  directed  to  a  study 
of  the  influence  of  general  static  or  mechanical  conditions 
upon  the  positions  of  the  abdominal  and  intrapelvic  organs, 
and  much  of  my  time  has  been  given  to  a  prolonged  experi- 
mental and  of  late  clinical  study  of  this  subject  undertaken 
in  collaboration  with  Dr.  R.  W.  Lovett,  Our  experimental 
studies,  as  bearing  upon  the  relation  between  balance  in 
the  erect  posture,  backache,  and  the  intrapelvic  lesions, 
have  been  recently  published,  to  which  paper  I  must  refer 
in  support  of  many  of  the  statements  which  I  shall  make 
here.  During  the  past  year  clinical  papers  bearing  upon 
the  same  subject  as  connected  with  ptosis  have  been  pub- 
lished by  several  widely  separated  observers.  Dr.  Lovett 
and  I  are  now  actively  engaged  in  the  collection  of  cases 
and  the  tabulation  of  symptoms  and  conditions  for  the 
purpose  of  studying  these  states  from  a  clinical  standpoint, 
but  significant  as  we  think  that  this  study  is  proving  in 
everyday  clinical  work,  the  number  of  cases  which  we 
have  observed  vtdth  accuracy  is  not  yet  sufficient  for  the 
publication  of  exact  results.    I  must  be  content  here  vsdth 


Fig.  1. — The  round-shouldered  hollow-hacked  position.      An  outline 
reproduction  of  a  photograph  from  life.     Not  an  extreme  example. 
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a  merely  preliminary,  and  I  hope  suggestive,  outline  state- 
ment of  a  few  of  the  main  facts  which  we  have  observed. 

The  variations  which  we  have  grown  to  think  important 
are  partly  functional  and  partly  congenital,  or  conpubertal, 
variations  of  skeleton  form.  First,  and  perhaps  most 
important,  among  them  is  the  attitude  known  to  orthopedic 
surgeons  as  the  round-shouldered-hollow-backed  position 
illustrated  in  Fig.  1.  In  this  attitude  the  centre  of  gravity 
is  carried  too  far  forward  for  easy  maintenance  of  balance, 
and  the  capacity  of  the  upper  part  of  the  abdomen  is 
decreased  by  the  forward  droop  of  the  upper  dorsal  spine 
and  the  descent  of  the  ribs,  while  the  relaxation  of  the  ante- 
rior abdominal  wall  produced  by  the  approximation  of  the 
ensiform  cartilage  to  the  pubes  permits  the  formation  of  a 
pot  belly,  with  consequent  increase  in  the  capacity  of  the 
lower  abdomen.  During  the  gradual  supervention  of  this 
abnormal  attitude  the  contents  of  the  upper  abdomen  nec- 
essarily tend  to  rearrange  themselves  downward  in  adjust- 
ment to  the  altering  pressures,  while  the  unduly  forward 
position  of  the  lumbar  vertebra,  from  the  anterior  face  of 
which  the  intestines  depend,  leads  to  the  impaction  of  their 
dependent  coils  against  the  anterior  wall  of  the  abdomen 
and  pelvic  cavity. 

In  the  normal  attitudes  the  impact  of  the  intestines  is 
directed  against  the  posterior  surface  of  the  uterus  and 
tends  to  hold  it  forward,  but  when,  as  in  this  attitude,  the 
intestines  necessarily  slip  into  and  out  of  the  pelvis  along 
its  anterior  wall  they  must  sooner  or  later  enter  the  utero- 
vesical  pouch  during  descent  and  so  force  the  uterus  and 
its  adnexa  backward.^ 

'  It  has  long  been  recognized  that  the  intra-abdominal  pressures 
correspond  closely  to  hydrostatic  laws,  owing  to  the  nearly  equal 
specific  gravity  of  all  the  contents,  but  upon  this  very  basis  it  is 
evident  that  intestinal  coils  which  contain  gas  will  tend  to  rise, 
and  thereby  displace  downward  those  which  contain  fluid,  hence 
the  constant  change  in  position  of  individual  portions  of  the 
intestines  during  peristalsis. 
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This  attitude  is  present  in  a  surprisingly  large  fraction 
of  all  ptoses,  and  is  causative  toward  ptoses  of  all  the 
viscera ;  since  I  have  been  led  to  look  for  it  I  have  become 
shocked  and  ashamed  at  the  blindness  v^hich  has  led  to  my 
utter  failure  to  even  see  so  noticeable  a  phenomenon  during 
all  the  previous  years  in  vrhich  I  have  been  dealing  with 
them.  I  think  that  this  will  be  the  experience  of  any 
operator  who  has  not  been  previously  impressed  with  the 
importance  of  this  attitude. 

If  in  such  a  case  an  operation  for  the  relief  of  a  ptosis 
of  any  one  of  the  viscera  is  performed  without  correction 
of  the  vicious  attitude,  the  persistence  of  the  latter  and  its 
consequences  is  of  necessity  a  continuous  force  against 
the  permanent  endurance  of  the  result.  This  posture  is 
probably  the  product  of  a  functional  loss  of  correct  balance, 
and  is  due  to  factors  the  relative  importance  of  which  we 
are  as  yet  unable  to  isolate  with  certainty. 

The  second  abnormal  posture  of  which  we  feel  able  to 
speak  with  some  certainty  is  a  developmental  variation 
which  has  been  heretofore  neglected,  but  which  we  have 
ventured  to  describe  as  the  over-feminine  figure  and  which 
is  illustrated  in  Figs.  2  and  3.  These  women  have  more  or 
less  over-extended  knees,  large  hips,  hollow  backs,  and  usu- 
ally somewhat  small  waists  and  prominent  busts.  They  are 
apt  to  become  fat,  and  to  have  noticeably  small  hands  and 
feet.  Their  centre  of  gravity  is  habitually  carried  too  far 
forward.  In  them  the  inclined  position  of  the  anterior 
abdominal  wall  and  the  forward  inclination  of  the  lumbar 
spine  tend  again  to  impact  of  the  intestines  against  the 
anterior  pelvic  wall,  and  consequently  to  displacement  of 
the  uterus.  We  have  not,  however,  seen  reason  to  think 
that  this  posture  is  often  associated  with  the  ptoses  of  the 
upper  abdominal  viscera,  except  when  these  are  due  to 
the  dependent  drag  of  a  pendulous  abdomen,  which  is. 


// 
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Fig.  2. — The    overfeminine   figure.       An    outline    reproductidu    of    a 
photograph  from  Hfe.      Not  an  extreme  example. 


^ 


Fig.  3. — Dorsal  view  of  subject  shown  in  Fig.  2.  Note  size  of 
lumbosacral  as  contrasted  with  dorsal  region.  This  \ariety  of  figure 
is  a  developmental  exaggeration,  and  not  radically  alteraJile,  though 
its  consequences  may  be  relie^■ed. 
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however,  certainly  an  especially  common  accompaniment 
of  this  figure  in  middle  life/ 

We  have  worked  so  long  upon  this  subject  that  we  are 
very  anxious  to  put  forth  no  statements  which  are  not 
likely  to  be  substantiated  by  further  observations.  We 
do  already  feel  confident  that  the  two  variations  of  posture 
illustrated  are  of  real  importance  in  their  relations  to  the 
ptoses,  and  that  their  habitual  correction  lead  to  a  higher 
degree  of  success  in  the  operative  treatment  of  ptosis  than 
is  possible  without  it.  We  have  seen  such  correction  of 
attitude  lead  to  the  relief  of  symptoms  in  cases  which  had 
previously  been  operative  failures,  and  we  have  seen  it 
yield  both  anatomical  and  symptomatic  success  without 
operation  in  cases  which  we  should  formerly  have  con- 
sidered operative. 

Much  curious  information  is  also  coming  to  hand  on  the 
relation  of  the  lateral  inequalities  and  distortions,  such  as 
lateral  curvatures  produced  by  short  leg  or  unequal  pelvis ; 
e.  g.,  to  the  disturbances  of  anteroposterior  balance,  and  to 
the  production  of  unequal  abdominal  strains  and  ptoses ; 
but  although  we  are  frequently  obtaining  clinical  relief  in 
otherwise  obstinate  intrapelvic  and  upper  abdominal  con- 
ditions by  associated  treatment  of  these  distortions,  all  this 
is  also  too  little  worked  out  to  be  fit  for  more  than  the 
merest  mention  here. 

Both  of  the  attitudes  illustrated  are  largely  correctible. 
Their  treatment  lies  in  {a)  gymnastic  exercises,  graduated 
outdoor  exercises,  improvement  of  nutrition  and  similar 
methods;  (&)  in  mechanical  aids  to  balance  and  posture. 
With  the  first  class  of  treatment  I  will  not  detain  you, 
because,  important  and  all  essential  as  it  is,  its  methods 

'  It  is  important  to  distinguish  between  tlie  rotundity  due  to 
increased  fat  witli  increased  abdominal  pressure,  and  the  pro- 
tuberance due  to  true  relaxation  of  the  abdominal  walls  with 
decreased  or  even  negative  intra-abdominal  pressure. 

Gyn  Soc  22 
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are  well  established  and  I  have  nothing  new  to  offer  upon 
it,  but  on  the  mechanical  therapeutics  of  the  trunk  our 
experimental  work  has  thrown  some  light  which  we  think 
has  been  borne  out  bj  our  clinical  experience. 

We  believe  that  not  only  in  the  functional  backaches,  but 
also  in  the  ptoses  the  essential  factor  in  mechanical  treat- 
ment is  the  rectification  of  the  incorrect  posture  which  is 
so  constantly  a  factor,  and  apparently  a  determining  factor 
in  their  causation,  and  which  is  itself  always  dependent 
upon  an  abnormal  position  of  the  centre  of  gravity.  Our 
experimental  work  has  shown  that  this  abnormality  can  be 
corrected  by  appliances  far  more  simple  and  comfortable 
to  the  patient  than  many  which  are  in  use,  and  our  clinical 
experience  leads  us  to  believe  that  equally  good  results  are 
attained  thereby. 

The  subjects  of  ptosis  are  almost  invariably  neuras- 
thenic, and  we  believe  most  emphatically  that  in  their 
treatment  by  mechanical  appliances  the  first  and  prime 
necessity  is  that  the  apparatus  used  should  be  comfortable. 
The  surgeon  who  fixes  his  attention  upon  a  local  condition 
and  subjects  a  neurasthenic  who  is  annoyed  by  a  ptosis  to 
prolonged  and  continuous  discomfort  from  straps  and 
steels  does  harm  rather  than  good.  He  too  often  substi- 
tutes a  greater  discomfort  for  the  lesser  one  which  he  is 
attempting  to  relieve.  The  great  advantage  which  the 
therapeutic  corset  has  over  the  complicated  harnesses  so 
often  employed  is  that  it  can  be  made,  and  should  always 
be  made,  a  distinct  comfort  to  the  patient  from  the  moment 
it  is  applied.  It  may  be  said  of  the  corset,  as  it  has  long 
been  said  of  the  pessary,  that  if  it  is  not  comfortable  it  is 
not  efficient;  and  with  almost  equal  truth  that  if  it  is  not 
comfortable  it  is  doing  harm. 

Extreme  cases  may  demand  extreme  treatment,  but  we 
believe  that  a  corset  properly  contrived  to  support  the  lower 
abdomen  is  for  most  cases  the  simplest,  least  harmful, 


Fig.  4. — Diagrammatic.     .\  weight  suspended  by  a  sliii< 
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and  most  generally  effective  appliance,  especially  if  it  is 
backed  up  by  proper  shoes. 

It  is  certainly  true  in  my  experience  with  nephroptosis 
that  corsets,  belts,  and  pads  adapted  to  make  direct  press- 
ure on  or  below  the  prolapsed  kidney  have  proved  far  less 
effective  than  those  which  are  fitted  to  restore  the  normal 
direction  to  the  general  intra-abdominal  pressure,  both  by 
properly  directed  compression  and  by  restoration  of 
balance. 

Lack  of  space  forbids  me  from  entering  fully  into 
mechanical  therapeutics  here,  but  a  few  words  descriptive 
of  the  mechanism  by  which  the  therapeutic  corset  chiefly 
corrects  attitude  may  be  of  interest.  As  has  been  said,  the 
leading  general  characteristic  of  all  these  attitudes  is  the 
carriage  of  the  centre  of  gravity  of  the  body  too  far  for- 
ward, with  backward  displacement  of  the  buttocks  and 
forward  displacement  of  the  upper  part  of  the  trunk.  We 
have  been  able  to  demonstrate  experimentally  that  the  use 
of  high-heeled  shoes  tends  to  sway  the  body  as  a  whole  back- 
ward from  the  ankle ;  also  that  certain  forms  of  corsets  as 
well  as  other  forms  of  apparatus,  to  which  we  have  only 
referred  incidentally  in  our  publications,  tend  to  bring  the 
buttocks  forward  and  the  shoulders  back,  and  this  latter 
movement  is  effected  by  a  mechanical  principle  which  is 
also  perhaps  of  sufficient  interest  to  occupy  you  for  a 
moment. 

It  is  a  general  rule  in  mechanics  that  the  action  of 
opposing  forces  at  rest  is  always  opposite  and  equal,  so 
that  the  downward  pressure  on  the  lower  end  of  a  sling 
(Fig.  4A)  in  which  a  weight  is  suspended  is  of  necessity 
exactly  equal  to  the  traction  upon  the  upper  end  of  the 
sling  (Fig.  4B) ;  thus  if  the  weight  of  the  pendulous  abdo- 
men is  suspended  by  a  belt  or  therapeutic  corset  which 
obtains  its  bearing  from  the  posterior  surface  of  the 
sacrum,  that  weight  may  be  regarded  as  having  been  trans- 
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ferred  from  the  anterior  to  the  posterior  side  of  the  lower 
portion  of  the  trunk.  It  is  in  fact  mechanically  equivalent 
to  a  weight  placed  upon  the  sacral  region,  but  if  a  weight 
is  so  placed  upon  the  posterior  surface  of  the  body  it 
carries  the  centre  of  gravity  of  the  whole  mass  so  far 
backward  that  the  model  must  either  fall  backward  or 
readjust  the  centre  of  gravity;^  and  if  the  weight  is  placed 
on  the  sacrum  the  necessary  change  is,  in  fact,  effected  by 
carrying  the  hips  forward. 

If,  however,  the  hips  were  carried  forward  without 
alteration  of  the  position  of  the  trunk  the  centre  of  gravity 
would  at  once  be  carried  so  far  to  the  front  that  the  subject 
would  fall  upon  her  face,  hence  the  forward  motion  of  the 
hips  superinduced  by  the  weight  upon  the  sacrum  is  of 
necessity  complemented  by  a  backward  motion  of  the 
shoulders.  In  practice  as  well  as  in  theory  the  first  among 
the  many  effects  of  the  therapeutic  corset  is  a  readjustment 
of  posture  by  moving  the  hips  forward  and  the  shoulders 
back ;  i.  e.,  the  assumption  of  an  erect  posture.  It  is  to  be 
noted,  too,  that  this  straightening  of  the  dorsal  spine  and 
squaring  of  the  shoulders  with  consequent  elevation  of 
the  ribs  and  expansion  of  the  chest  is  effected  by  the 
patient's  own  muscles  under  the  influence  of  an  instinctive 
effort  toward  the  maintenance  of  balance.  It  is  an  active 
and  natural  return  to  a  desirable  attitude  under  the  influ- 
ence of  the  change  in  the  abdominal  pressures  and  in  the 
position  of  the  centre  of  gravity.  As  such  it  is  therapeu- 
tically far  more  desirable  than  the  enforced  and  passive 
assumption  of  the  same  attitude  in  opposition  to  the 
natural  instincts  which  is  produced  by  shoulder  straps 
and  rigid  back  braces. 

'  For  suggestions  leading  to  the  elaboration  of  this  and  many 
other  mechanical  points  we  gladly  acknowledge  our  indebtedness 
to  personal  communications  from  Dr.  Ansel  G.  Cook,  of  Hart- 
ford, whose  instinctive  appreciation  of  the  problems  of  balance 
is  well  known  to  the  orthopedic  portion  of  the  profession. 
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One  word  of  caution  must  be  inserted.  We  have  learned 
by  experience,  and  considerably  to  our  surprise,  that  the 
change  of  dorsal  attitude  so  induced  may  easily  be  made 
so  extreme  as  to  cause  new  dorsal  and  cervical  aches  if  it 
is  pushed  too  rapidly.  The  first  corset  should  not  be  so  cut 
or  adjusted  as  to  produce  all  the  effect  that  is  ultimately 
to  be  desired.  A  moderate  change  of  attitude  is  all  that  is 
at  first  permissible,  and  adjustment  to  this  new  position 
should  be  effected  by  graduated  exercises  before  more  is 
attempted. 

Another  great  advantage  of  the  therapeutic  corset  as  a 
mechanical  corrective  is  that,  if  properly  made,  it  restricts 
the  motion  of  the  body  above  the  waist  exceedingly  little, 
and  permits  free  play  to  the  dorsal  and  scapular  muscles 
throughout  the  patient's  day. 

In  conclusion  of  this  section  I  may  say  that  no  one  can 
appreciate  more  fully  than  Dr.  Lovett  and  I  the  elementary 
character  of  all  that  we  are  as  yet  ready  to  say  on  this 
subject,  but  we  believe  that  our  experiments  and  observa- 
tions have  already  gone  far  enough  to  warrant  our  belief 
in  the  importance  of  posture  in  this  as  well  as  in  some 
other  relations.  Moreover,  this  belief  is  supported  by  the 
publications  already  alluded  to.  In  practice,  too,  we  are 
obtaining  so  much  satisfaction  that  we  feel  confident  of  the 
importance  of  this  subject.  Many  ptoses  are  dependent, 
as  is  yet  to  be  said,  upon  conditions  which  can  be  remedied 
only  by  operation;  many  chronic  backaches  also  are  de- 
pendent upon  anatomical  lesions  which  can  be  treated 
radically  only  by  operation,  but  the  great  majority  of  both 
affections  have  a  general  static  element  in  their  etiology 
and  demand  its  recognition  in  their  treatment.  In  especial 
we  may  say  that  there  are  but  few  chronic  backaches  which 
cannot  be  remedied  if  both  elements  in  their  etiology  are 
taken  into  consideration. 

The  abdominal  surgeon  must  learn  that  in  a  large  pro- 
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portion  of  cases  of  the  nature  under  consideration  he  must 
utilize  the  aid  of  mechanical  and  gymnastic  therapy  if  he 
wishes  complete  results.  The  orthopedic  surgeon  also  must 
learn  that  ptoses  and  backaches  are  by  no  means  uni- 
versally of  purely  static  origin,  and  that  whenever  a  case  of 
this  nature  fails  to  react  promptly  to  mechanical  and  gym- 
nastic treatment  an  examination  of  the  abdominal  and 
intrapelvic  organs  should  precede  all  further  orthopedic 
effort.  In  many  of  these  cases  the  two  specialists  must 
work  together  if  really  satisfactory  results  are  to  be 
attained. 

The  static  abnormalities  are  general  in  their  action,  and 
may  affect  the  relations  of  any  or  all  of  the  abdominal 
viscera.  The  local  causes  of  ptoses,  now  to  be  spoken  of, 
are,  on  the  contrary,  individual  to  each  organ.  They  are 
probably  of  equal  importance  throughout  the  abdomen, 
but  in  treating  of  them  I  propose  to  restrict  myseK  here 
to  the  local  causes  of  the  intrapelvic  ptoses  only,  since  it  is 
in  that  portion  of  the  abdomen  that  these  local  causes  are 
most  easily  worked  out,  and  on  the  local  causes  of  the 
ptoses  of  the  upper  abdomen  I  am  not  yet  ready  to  speak. 

The  local  causes  of  the  pelvic  ptoses  are  to  be  found  in 
the  inflammatory  lesions,  trauma,  and  some  develop- 
mental anomalies — each  of  which  with  its  treatment  must 
now  be  taken  up  by  itself.^ 

In  this  connection  it  is  well  to  remember  that  the  retro- 
displacements  are  in  themselves  ptoses,  and  are,  moreover, 
no  more  than  the  first  stage  in  complete  ptosis  of  the 
genital  organs.  For  the  purpose  of  this  paper,  then,  all 
the  displacements  of  the  uterus  and  its  adnexa  may  be 
fairly  considered  as  a  single  group  of  essentially  similar 
lesions  which  can  be  dealt  with  here  as  a  whole;  and  for 
economy  of  space  they  will  be  so  treated. 

'  Consideration  of  the  ptoses  due  to  tlie  weight  of  new  growths 
will  be  omitted  here. 
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In  the  pelvic  ptoses  due  to  obstetric  trauma  and  inflam- 
matory diseases  the  static  predispositions  are  again  of  some 
importance,  and  at  the  risk  of  repetition  I  must  again 
briefly  refer  to  them  here. 

The  operative  treatment  of  the  ptoses  due  to  obstetric 
trauma  is  mainly  concerned  with  the  repair  of  lacerations, 
but  it  is  well  recognized  that  extensive  obstetric  trauma  is 
sometimes  followed  by  curiously  little  loss  of  support, 
while  in  other  cases  extremely  slight  solutions  of  con- 
tinuity are  followed  by  displacement,  descensus,  or  perhaps 
by  complete  prolapse,  and  the  explanations  offered  for 
these  differences  in  result  have  not  been  heretofore  wholly 
satisfactory.  I  believe  that  a  valid  explanation  of  them 
is  now  to  be  found  in  the  existence  or  non-existence  of  the 
predisposing  causes  in  the  individual  anatomy.  I  believe, 
too,  that  the  search  for  these  causes  is  all  important  in 
the  treatment  of  these  cases  also,  and  that  their  correction 
will  often  contribute  most  satisfactorily  to  the  avoidance 
of  the  failures  which  still  too  often  follow  upon  an  opera- 
tion for  prolapse. 

Perhaps  the  most  prominent  of  all  the  local  causes  of 
the  pelvic  ptoses  are  the  infections  of  the  Fallopian  tubes. 
It  is  universally  recognized  that  adherent  tubes  drag  the 
uterus  backward  and  that  the  separation  of  the  adhesions 
is  the  first  step  in  the  operation  in  these  cases ;  the  methods 
which  should  be  adopted  for  the  remainder  of  the  opera- 
tion are  the  only  point  in  question.  I  believe  that  here  we 
must  rest  on  the  original  cause.  When  the  history  and 
physical  examination  warrant  the  belief  that  the  occur- 
rence of  an  infection  in  previously  wholly  normal  organs 
was  the  only  source  of  a  displacement,  the  separation  of 
the  adhesions  is  a  complete  removal  of  the  cause,  and  the 
operation  which  best  holds  the  tubes  away  from  the  poste- 
rior peritoneum  is  the  operation  of  choice.  On  the  other 
hand,  it  must  not  be  forgotten  that  the  displaced  genital 
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organs  are  especially  prone  to  inflammation  and  adhesions 
from  slight  causes,  and  that  ptosis  of  the  uterus  and  its 
adnexse,  originally  simple  and  the  product  of  other  local 
or  general  causes,  may  in  time  become  complicated  by 
inflammatory  conditions  which  overshadow  the  original 
causes.  In  these  cases  the  method  of  treatment  adopted 
after  the  separation  of  the  adhesions  should  depend  on  the 
original  cause  of  the  lesion,  whatever  that  may  have  been, 
precisely  as  in  uncomplicated  retroversions. 

The  developmental  anomalies  are  of  the  utmost  import- 
ance, since  there  can  be  little  doubt  that  the  whole  subject 
of  ptosis  is  closely  related  to  that  of  general  under-devel- 
opment,  and  should  always  be  studied  in  that  light.  In 
the  absence  of  the  evidence  of  general  under-development 
the  local  anomalies  are,  however,  ordinarily  in  themselves 
a  sufficient  explanation  for  the  ptoses,  and  indicate  at 
most  only  some  modification  of  the  ordinary  operative 
treatment. 

Among  those  developmental  anomalies  which  are  effi- 
cient local  causes  of  uterine  displacement,  or  ptosis,  limited 
space  prevents  my  mentioning  more  than  the  three  which 
I  have  most  frequently  seen  efficient. 

Normally  the  vagina  and  rectum  separate  somewhat 
below  the  level  of  the  posterior  cul-de-sac,  exceptionally 
they  are  attached  to  each  other  throughout  the  whole  length 
of  the  vagina,  and  even  up  to  its  actual  attachment  upon 
the  posterior  surface  of  the  uterus.  In  this  anatomical  con- 
dition the  effort  of  emptying  an  overloaded  rectum  neces- 
sarily forces  the  uterus  backward  and  downward,  and  if 
this  condition  is  allowed  to  persist  it  will  almost  certainly 
militate  against  a  good  result  from  operation.  It  is  not 
an  extremely  common  anomaly,  but  I  have  seen  it  effective 
in  a  number  of  instances  and  the  possibility  of  its  existence 
is  well  worth  the  momentary  inspection  which  will  detect 
it.     If  it  is  found  the  necessary  separation  of  the  rectum 
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from  the  upper  part  of  the  vagina  is  easily  effected,  and 
should  then  be  rendered  permanent  by  a  transverse  suture 
of  the  incision.  This  small  addition  to  the  operation  will  in 
such  cases  make  the  whole  difference  between  success  and 
failure — without  it  the  contest  between  the  new  mechanical 
conditions  which  were  brought  into  being  by  the  operation 
and  the  still-existent  abnormal  rectal  attachment,  which 
drags  the  organ  backward  and  downward,  is  likely  to  result 
either  in  the  loss  of  the  anatomical  results  of  operation,  or, 
if  they  persist,  in  the  production  of  a  new  pain/ 

A  not  infrequent,  and  a  very  important  anomaly  which 
has  not  attracted  so  much  attention  as  it  should,  is  the  per- 
sistence into  adult  life  of  one  of  the  so-called  ileolumbar 
ligaments,  which  are  normally  present  in  the  fetus.  These 
structures  represent  the  primitive  support  of  the  genital 
organs,  but  have  disappeared  normally  in  the  adult 
human  female.  It  will  be  remembered  that  during 
fetal  life  the  ovary,  like  the  testicle,  descends  from  its 
original  position  in  the  forward  part  of  the  celom  to  its 
final  position  in  the  pelvis,  while  at  the  same  time  the 
kidney  moves  in  the  reverse  direction.  These  movements 
are  bilateral,  but  on  the  right  side  of  the  abdomen  they  are 
complicated  by  the  descent  of  the  cecum  and  ileum.  They 
are  accompanied  and  probably  facilitated  by  the  develop- 
ment on  each  side  of  a  longitudinal  fold  of  peritoneum 
containing  freely  developed,  smooth  muscular  fibre  which 
have  been  described  by  numerous  anatomists  under  several 
names  (e.  g.,  Ileolumbar,  Lumbo-ovarian,  Ileo-ovarian, 
Appendiculo-ovarian  ligaments). 

During  a  portion  of  fetal  life  these  ligaments  are  strong 
and  well-marked  longitudinal  structures  which  draw  the 
fundus  upward  and  backward  in  opposition  to  the  as  yet 

'  In  this  connection  note  also  the  recent  development  of  intra- 
abdominal operations  directed  against  the  tissues  immediately 
behind  the  cervix. 
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little-developed  round  ligaments.  With  the  progress  of 
development  they  relax  and  permit  the  formation  of  the 
transverse  broad  ligaments.  Eventually  the  ligament  of 
the  left  side  entirely  disappears,  while  a  portion  of  its 
fellow  on  the  right  side  persists  permanently.  This 
structure  is  well  known  as  a  fold  of  peritoneum  which 
originates  sometimes  in  the  mesentery  of  the  appendix, 
sometimes  in  the  mesentery  of  the  ileum,  sometimes  in 
both,  and  from  there  runs  downward  to  be  lost  in  the 
general  peritoneum  at  the  brim  of  the  pelvis,  and  which 
has  been  recommended  as  a  guide  to  the  appendix. 

I  know  of  no  instance  in  which  the  ileolumbar  ligament 
of  the  left  side  has  been  found  persistent,  but  I  have  seen 
numerous  instances  of  its  total  or  partial  persistence  on 
the  right  side.  It  then  forms  a  band,  which  with  its  con- 
tinuation, the  utero-ovarian  ligament,  connects  the  right 
cornu  with  the  peritoneum  in  the  neighborhood  of  the  ileo- 
cecal valve.  When  fully  persistent  it  holds  the  uterus  in 
forced  retroversion;  this  condition  is,  however,  probably 
rare.  I  have  seen  but  one  instance  of  it,  but  its  partial 
persistence  is  not  uncommon.  It  is  then  easily  overlooked 
unless  the  uterus  is  drawn  strongly  forward  with  the 
intent  of  searching  for  it,  when  it  springs  into  prominence. 
If  it  is  not  detected  this  effect  will,  of  course,  be  produced 
as  soon  as  the  uterus  is  drawn  into  anteversion  by  any 
operative  procedure.  It  then  forms  a  retro-uterine  guy, 
upon  which  the  weight  of  the  intestinal  coils  must  neces- 
sarily rest  when  the  patient  reassumes  the  erect  posture, 
and  persists  as  a  strong  element  against  the  success  of  the 
operation.  My  experience,  which  now  covers  thirteen 
years  of  observation,  leads  me  to  believe  it  a  not  uncommon 
anomaly. 

I  have  also  seen  some  reason  to  suspect  that  this  anomaly 
may  sometimes  be  responsible  for  a  ptosis  of  the  kidney, 
a  view  which  its  embryological  significance  would  tend  to 
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support.     I  have  once  seen  it  responsible  for  a  displace- 
ment of  a  portion  of  the  ileum. 

If  found  it  should  be  divided  and  the  cut  edges  of  the 
peritoneum  vs^hipped  over  before  any  form  of  suspensory 
operation  is  done,  care  being  taken  that  the  division  is 
sufficiently  extensive  to  lead  to  full  relaxation. 

Perhaps  the  most  important  of  all  the  developmental 
anomalies  is,  however,  the  condition  known  as  anteflexion 
of  the  cervix.  This  lesion,  though  familiar  to  every  gyne- 
cologist, has,  I  think,  not  been  generally  recognized  as  a 
cause  of  retroversion.  It  is,  in  point  of  fact,  a  develop- 
mental failure,  a  partial  persistence  of  an  infantile  condi- 
tion, in  which  the  cervix  is  held  forward  by  a  congenitally 
short  anterior  vaginal  wall  and  similarly  shortened  utero- 
vesical  ligaments,  but  since  the  cervix  is  much  the  most 
firmly  suspended  portion  of  the  uterus  a  forward  fixation 
of  the  cervix  necessarily  tends  to  a  backward  position  of 
the  body.  That  the  forward  position  of  the  fundus  which 
is  originally  characteristic  of  anteflexion  of  the  cervix  is 
not,  as  is  usually  believed,  necessarily  due  to  an  organic 
curvature  of  the  body,  is  shown  by  the  fact  that  forward 
fixation  of  the  cervix  is  present  in  an  extremely  large  pro- 
portion of  all  straight  retroversions  of  the  uterus,  and  that 
in  each  of  these  the  reposition  of  the  body  by  operation 
only  restores  the  overbent  condition  from  which  the  organ 
had  escaped  by  straightening  out  into  retroversion.  Dys- 
menorrhea, which  has  been  recovered  from,  is  often 
re-established  by  such  operations. 

Lack  of  space  forbids  my  entering  at  length  into  this  sub- 
ject, but  my  own  experience  in  observation  of  it  has  been 
so  conclusive  and  already  so  far  extensive  that  I  am  con- 
fident that  any  observer  who  will  trouble  himself  to  watch 
for  this  condition  in  his  cases  of  retroversion  will  become 
convinced  of  its  importance.  Indeed,  one  has  only  to 
watch  the  effect  of  temporary  anesthesia  upon  uncompli- 
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cated  cases  of  anteflexion  of  the  cervix  to  find  that  under 
the  muscular  relaxation  so  induced  the  fundus  commonly 
falls  backward,  to  be  drawn  forward  again  when  muscular 
tone  returns.  It  can  then  hardly  fail  to  be  a  constant 
influence  toward  retroversion. 

The  condition  is  easily  remedied  by  a  transverse  division 
of  all  of  the  tissues  in  front  of  the  cervix.  The  vaginal 
wall  should  be  divided  transversely  with  the  knife  just 
anterior  to  its  junction  with  the  cervix;  the  bladder  should 
then  be  separated  from  the  supravaginal  cervix  by  blunt 
dissection  with  the  finger,  and  the  tissues  on  either  side 
of  the  cervix,  and  anterior  to  the  broad  ligaments,  should 
be  somewhat  widely  separated  by  the  same  blunt  dissec- 
tion. The  only  bleeding  will  be  from  the  cut  edges  of  the 
vaginal  wall,  and  vtdll  be  entirely  controlled  by  the  suture, 
which  should  be  inserted  transversely  and  for  elongation 
of  the  vaginal  wall.    The  deeper  tissues  need  no  attention. 

The  adoption  of  this  simple  procedure  as  a  preliminary 
to  the  abdominal  treatment  of  retroversion  in  these  cases 
has  much  improved  my  own  end  results,  and  I  feel  sure 
that  this  point  is  an  important  one. 

I  believe  that  the  developmental  anomalies  of  the  viscera 
of  the  upper  abdomen  form  a  point  well  worthy  of  further 
study  in  connection  with  their  ptoses. 

In  conclusion  of  my  treatment  of  this  first  question — 
i.  e.,  of  the  local  end  results  of  operation — I  must  permit 
myself  to  say  that  I  cannot  help  feeling,  and  I  cannot  help 
feeling  more  and  more  clearly  u^ith  each  succeeding  year 
of  the  five  which  I  have  now  devoted  to  the  pursuit  of  this 
subject,  that  the  careful  study  of  the  etiology  of  each  case 
of  ptosis  promises  in  the  end  to  clear  up  much  of  the  con- 
fusion which  has  long  surrounded  and  still  shrouds  this 
question,  and  to  lead  to  the  intelligent  adaptation  of  the 
form  of  operation  chosen  to  the  needs  of  the  individual 
case;  also,  that  I  am  becoming  persuaded  that  the  detec- 


EDWARD  REYNOLDS  349 

tion  and  correction  of  auxiliary  or  predisposing  causes 
before  operation  is  undertaken,  and  their  reasonably  con- 
tinued treatment  after  operation  has  been  performed  is 
even  by  itself  of  far  more  importance  to  both  anatomic 
and  therapeutic  success  than  the  exact  form  of  operation 
which  is  selected. 

The  answer  to  the  second  question  proposed  to  us — the 
effect  of  operations  for  ptosis  in  neurasthenics  upon  the 
neurasthenia  itself — seems  to  me  to  depend,  first,  upon  a 
definition,  and,  second,  upon  another  etiological  point. 

The  term  neurasthenia  is,  like  the  term  rheumatism, 
one  which  covers  so  many  different  states  as  to  have  no 
satisfactory  meaning  in  modern  medicine.  The  mere 
definition  of  this  term  has  in  fact  provoked  in  the  last  ten 
years  a  large  neurological  literature  of  its  own.  It  is, 
therefore,  all  important  that  any  discussion  on  this  subject 
should  start  with  a  definition  of  what  is  to  be  talked  about. 

I  take  it  that  as  surgeons  we  are  not  concerned  with  the 
subleties  of  neurological  classifications,  and  that  in  using 
this  loose  and  popular  term  we  understand  merely  a  state 
of  low  resistance  to  the  depressing  influences  of  the  environ- 
ment, irrespective  of  the  cause  to  which  this  low  resistance 
may  be  due.  If  this  is  what  we  mean  it  follows  as  a  logical 
necessity  that  our  operations  will  improve  the  neurasthenic 
state  in  those  cases  in  which  the  lessened  resistance  is  due 
to  the  lesions  upon  which  we  operate,  and  in  no  others. 
An  attempt  to  relieve  neurasthenia  of  psychological  origin 
by  surgical  operations  upon  local  lesions  will  invariably 
make  the  abnormal  psychological  state  worse.  Self-evident 
as  this  may  appear,  it  is  a  general  principle  which  is  too 
often  forgotten. 

From  a  practical  standpoint  it  has  seemed  to  me  that 
the  crucial  test  of  whether  the  state  of  lessened  resistance 
which  we  call  neurasthenia  is,  or  is  not,  dependent  upon 
the  effects  of  local  lesions  lies  in  a  careful  studv  of  the 
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chronological  relations  between  the  local  and  general  symp- 
tomatology. If  the  neurasthenia  has  been  pronounced  and 
prolonged  before  local  suffering  appeared  the  cases  will 
seldom  be  benfited  by  operation.  If,  however,  prolonged 
suffering  of  local  origin  has  preceded  the  advent  of  the 
neurasthenia,  complete  relief  of  the  local  suffering  will 
usually  result  in  general  systemic  improvement,  and  in 
increased  power  of  resistance  to  the  general  wear  and  tear 
of  life. 

Two  general  principles,  must,  however,  be  always  borne 
in  mind.  First,  that  even  in  these  cases  the  only  way  in 
which  the  operation  can  benefit  the  neurasthenia  itself  is 
by  resulting  in  a  permanent  relief  of  local  suffering;  for 
this  reason  no  operation  should  be  undertaken  until  the 
surgeon  has  convinced  himself  by  close  study  that  the  local 
suffering  is  directly  dependent  upon  the  local  lesion  and 
will  be  relieved  by  its  repair.  Second,  that  in  neuras- 
thenics an  operation  which  does  not  definitely  and  per- 
manently relieve  the  local  symptoms  invariably  increases 
the  neurasthenia. 

It  must  be  remembered,  also,  that  in  all  those  cases 
which  we  as  surgeons  can  properly  deal  with  the  state  of 
lessened  resistance  to  the  wear  and  tear  of  life  which  we 
call  neurasthenia  is  always  the  product  of  an  excess  of 
physiological  expenditure  over  and  above  physiological 
income,  and  that  even  if  this  excess  of  expenditure  be  in 
part  the  result  of  local  suffering  we  can  expect  no  satis- 
factory result  from  operation  in  patients  who  are  so 
situated  that  their  expenditure  under  the  ordinary  fatigues 
of  life  is,  and  must  remain,  in  excess  of  their  powers.  In 
such  cases  the  results  of  operation  will  be  unsatisfactory 
unless  the  conditions  of  the  patient's  life  can  be  so  far 
altered  that  the  vital  expenditure  after  operation  will  be 
less  than  the  patient's  intrinsic  vital  income.  I  believe, 
then,  that  the  attainment  of  satisfactory  end  effects  upon 
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the  neurasthenic  state  itself  depends,  first,  and  primarily, 
upon  the  selection  for  operation  of  cases  in  which  the 
neurasthenia  is  the  result  of  local  suffering  due  to  local 
lesions,  and  the  exclusion  from  operation  of  all  other  cases ; 
secondly,  upon  the  termination  of  local  suffering  by  suc- 
cessful end  results  in  the  operation  itself;  and,  thirdly, 
upon  successful  regulation  of  the  patient's  life  after  opera- 
tion either  by  the  surgeon  himself  or  by  an  intelligent 
medical  attendant. 

The  too-frequent  failures  which  we  have  all  seen  are 
usually  the  result  of  operating  on  the  wrong  cases;  and, 
on  the  other  hand,  much  injustice  is  undoubtedly  done  to 
many  individuals  who  are  subject  to  what  is  generally 
regarded  as  the  reproof  of  nervous  invalidism  when  in 
reality  their  suffering  is  real  and  derived  from  some  reme- 
diable localized  cause.  Were  we  sufficiently  wise  in  our 
selection  of  cases  there  would  be  few  more  satisfactory  end 
results  than  those  which  we  should  attain  in  the  treatment 
of  the  neurasthenic  state  itself  by  operation. 
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WHAT  AKE  THE  END  RESULTS  OF  SURGERY 
OR  SURGICAL  OPERATIONS  FOR  THE 
RELIEF    OF    NEURASTHENIC    CON- 
DITIONS ASSOCIATED  WITH  THE 
VARIOUS  VISCERAL  PTOSES:  TO 
WHAT  EXTENT  DO  THEY  IM- 
PROVE THE  NEURASTHENIC 
STATE  ITSELF? 


By  Joseph  A.  Blake,  M.D., 
New  York,  N.  Y. 


I  AM  deeply  impressed  with  the  honor  of  representing 
the  American  Surgical  Association  in  the  opening  of  the 
joint  discussion  of  this  subject  by  the  members  of  the 
Association  and  the  American  Gynecological  Society.  At 
the  same  time  I  am  deeply  conscious  of  the  difficulty  of 
presenting  this  question  in  a  proper  manner,  and  my  mis- 
givings as  to  my  ability  to  do  it.  The  answer,  if  an 
answer  is  forthcoming  in  our  present  knowledge  of  the 
subject,  I  must  leave  to  you. 

It  is  high  time  that  the  question  should  be  brought 
before  the  deeper  thinking  men  of  our  profession,  and  the 
value  of  the  surgical  therapy  of  these  conditions  deter- 
mined; and  I  congratulate  our  president  upon  his  being 
alive  to  the  importance  of  the  subject  and  to  the  need  of 
clearing  the  atmosphere  of  the  doubt  and  error  that  has 
surrounded  it.  If,  in  this  discussion,  a  rational  basis  for 
the  selection  of  conditions  requiring  surgical  interference 
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and  the  operative  methods  for  them  he  determined  upon^ 
a  great  boon  will  he  conferred  upon  a  large  class  of  suf- 
ferers, and  at  the  same  time  much  will  be  done  to  prevent 
unnecessary  and  vicious  operations. 

In  presenting  this  subject  it  has  seemed  to  me  the 
better  plan  would  be  to  state,  in  a  general  way,  my  own 
views  as  to  the  indications  for  operative  interference,  and 
my  opinion  as  to  what  results  may  be  expected  rather  than 
to  attempt  a  tabulation  of  operations  and  results,  an  ex- 
tremely diiBcult  thing  to  do,  for  most  surgeons  do  not,  or 
at  least  do  not  admit,  that  they  operate  for  neurasthenia 
itself  and  consequently  their  records  are  not  classified 
under  that  heading,  and  therefore  are  not  available. 

When  recommending  an  operation  for  a  patient  in 
whom  there  is  a  strong  evidence  of  neurasthenic  taint  it 
has  always  been  my  endeavor  to  be  certain  of  the  presence 
of  a  definite  anatomical  condition  which  was  causative  of 
the  sjnnptoms  and  which  I  could  be  fairly  sure  of  being 
able  to  benefit.  Still,  in  several  instances,  I  have  been 
guilty  of  operating  upon  those  poor  wretches  already  suf" 
ferers  from  multitudinous  operations,  whose  abdominal 
walls  had  been  almost  entirely  converted  into  scar  tissue, 
and  whose  viscera  were  moulded  into  a  cast  of  the  abdom- 
inal cavity  by  a  matrix  of  adhesions,  in  the  faint  hope, 
seldom  realized,  that  some  cause  for  their  pain  might  be 
found  and  corrected,  only  to  find  that  most  of  these  poor 
unfortunates  were  irretrievable  wrecks  because  the  vicious 
positions  of  their  organs  had  been  perpetuated  or  new  ones 
equally  bad  produced  by  ill-advised  and  often  ill-conducted 
surgery.  In  order  to  obviate  such  results  four  conditions 
must  be  satisfied  before  an  operation  is  undertaken: 
First,  that  there  is  a  definite  morbid  or  mechanical  per- 
version of  the  normal  conditions  of  the  viscera;  secondly, 
that  it  is  the  chief  underlying  cause  of  the  neurasthenic 
state;  thirdly,  that  the  neurasthenic  condition  cannot  be 
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cured  without  its  correction,  and  fourthly,  that  it  can  be 
corrected  by  a  definite  operative  procedure  of  only  mod- 
erate danger  to  life. 

The  question  before  us  deals  with  the  visceral  ptoses,, 
and  consequently  we  do  not  have  to  consider  other  affec- 
tions of  the  abdominal  organs,  such,  as,  for  instance, 
appendicitis,  that  may  produce  or  contribute  to  a  neuras- 
thenic condition. 

But  before  taking  up  the  various  ptoses  let  us  dwell, 
for  a  moment,  upon  what  we  mean  by  neurasthenia  with- 
out attempting  to  dilate  upon  its  manifold  causes  and 
effects.  Literally  it  means  exhaustion  of  the  nervous 
system.  When  established  there  is  usually  a  certain 
amount  of  hyperesthesia  as  well,  and  conditions,  which, 
in  the  normal  individual,  might  give  rise  to  only  momen- 
tary or  occasional  inconvenience,  or  not  be  noticed  at  all, 
become  magnified  into  relatively  tremendous  proportions, 
and  actually  contribute  to  the  perpetuation  of  a  neuras- 
thenic state,  although  they  possess  no  inherent  effect  in 
undermining  the  health,  other  than  through  the  subjective 
sensations  they  may  produce.  In  such  a  category  of  con- 
ditions not  essentially  morbid  in  themselves  we  may  place 
most  cases  of  nephroptosis,  gastroptosis,  and  displacements 
of  the  pelvic  organs.  In  enteroptosis,  on  the  other  hand, 
the  relation  between  cause  and  effect  is  not  so  clear,  and 
while  the  neurologist  is  apt  to  consider  the  lower  blood 
pressure,  the  disturbances  of  intestinal  function  and  the 
concomitant  putrefaction,  gas  formation  and  autointoxi- 
cation as  symptoms  of  neurasthenia,  there  can  be  no  doubt 
but  that  they  are,  in  a  large  measure,  causative,  or  at 
least  that  a  sort  of  vicious  circle  is  established  which  is 
extremely  difiicult  to  break. 

In  the  case  of  the  movable  kidney  in  a  neurasthenic, 
the  question  of  benefit  to  be  derived  from  fixation  is  com- 
paratively easy.     It  is  almost  the  same  as  it  would  be  in 
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a  normal  individual.  We  only  have  to  be  certain  that  its 
mobility  is  productive  of  pain  or  interference  with  its  cir- 
culation or  function,  and  that,  as  an  irritant,  it  has  a  worse 
effect  upon  the  neurasthenic  than  would  result  from  the 
simple  and  straightforward  operation  for  its  correction. 
The  same,  in  a  measure,  may  be  said  of  gastroptosis,  for 
the  disturbances  of  function  of  the  stomach  are  chiefly 
mechanical  and  possibly  secretory,  absorption  from  the 
stomach  being  a  negligible  quantity. 

In  enteroptosis  the  question  is  a  far  more  difficult  one. 
We  have  to  do  with  a  greater  complication  of  conditions. 
Besides  the  mechanical  ones,  which  I  shall  allude  to  later, 
absorption  is  an  important  factor,  and  adds  to  the  train 
of  symptoms  of  mechanical  origin  those  of  intestinal  auto- 
intoxication. While  the  latter  has  become  a  hackneyed 
term  and  perhaps  too  often  misapplied,  yet  there  is  little 
doubt  but  that  it  is  a  prominent  feature  in  most  cases  of 
neurasthenia  associated  with  enteroptosis,  and  depresses 
the  nervous  system,  thus  rendering  it  more  sensitive  to  the 
sensory  impressions  derived  from  the  mechanical  disturb- 
ances. Furthermore,  it  tends  to  decrease  the  muscular 
tone  and  produce  general  myasthenia.  As  a  result  of  this 
the  muscles  of  the  abdominal  wall  do  not  support  the 
viscera  properly  and  preserve  the  normal  intra-abdominal 
pressure;  the  visceral  veins  become  distended  from  loss  of 
support,  increasing  the  slowing  of  the  circulation  already 
brought  about  by  a  depressed  vasomotor  system  and  cardiac 
muscle;  the  intestinal  muscularis  does  not  perform  its 
function  properly  and  intestinal  stasis  and  irregular  accu- 
mulations of  gas  result.  Intestinal  stasis  leads  to  abnormal 
fermentation  and  putrefaction,  and  later  to  inflammation 
of  the  mucosa;  absorption  of  toxic  products  become  in- 
creased, and  the  endless  chain  goes  round  and  round,  each 
link  a  pathological  factor  and  each  almost  as  important 
and  as  hard  to  break  as  the  others.    And  the  trouble  is  that 
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the  removal  of  a  link  does  not  break  the  system,  for  it  is 
almost  as  quickly  reformed. 

The  question  that  interests  us  surgeons  is :  Are  any  of 
these  links  of  a  mechanical  nature,  such  that  they  can  be 
removed  by  mechanical  measures,  and  will  their  removal 
break  the  chain?  The  two  that  immediately  strike  us  as 
possibly  remediable  by  surgery  are,  first,  the  relaxation  of 
the  abdominal  wall,  and,  second,  the  falling  and  length- 
ening of  the  intestines.  The  question  as  to  whether  their 
surgical  treatment  will  break  the  chain  is  best  taken  up 
in  their  individual  consideration.  Fortunately  or  unfor- 
tunately, they  can  both  be  treated  surgically  at  the  same 
time.  Again,  individual  cases  differ  markedly,  and  while 
one  of  them  may  be  a  prominent  feature  in  one  case  it  may 
be  a  minor  one  in  another. 

Relaxation  of  the  abdominal  parietes  may  be  a  part  of 
a  general  myasthenic  condition  or  be  produced  by  excess- 
ive stretching,  such  as  results  from  rapidly  succeeding 
pregnancies.  In  the  former  cases  it  is  obviously  unfitted 
for  surgical  treatment ;  in  the  latter  it  may  well  be  a  major 
cause  of  visceral  ptosis  and  neurasthenia,  and  can  be  suc- 
cessfully attacked  and  remedied,  either  by  itself  alone  or 
in  connection  with  the  correction  of  the  visceral  ptoses,  by 
a  side-to-side  lapping  of  the  abdominal  wall.  Before 
operating,  however,  we  should  be  sure  that  we  are  con- 
forming to  the  rules  I  have  already  mentioned  governing 
the  surgical  treatment  of  these  cases,  namely,  in  this 
instance,  that  it  is  the  chief  or  underlying  cause,  and  that 
it  cannot  be  remedied  by  other  than  operative  measures. 
I  have  had  extremely  gratifying  results  in  such  cases. 

The  question  of  the  surgical  treatment  of  enteroptosis, 
it  seems  to  me,  is  the  most  difiicult  and  most  important  of 
those  we  have  to  consider,  and  is  the  one  upon  which  I 
most  desire  to  hear  the  opinions  of  the  Associations.  The 
more  I  see  of  cases  of  so-called  splanchnoptosis  or  enterop- 
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tosis,  the  more  I  am  impressed  with  the  inadequacy  of 
operations  for  the  correction  of  the  displacements  of  single 
organs,  and  the  more  convinced  I  become  of  the  importance 
of  the  lengthening  of  the  large  intestines  in  the  produc- 
tion of  the  neurasthenic  state.  I  shall  dwell  somewhat 
upon  the  reasons  that  have  led  to  this  belief,  in  the  hope 
that  by  so  doing  I  shall  elicit  discussion  upon  them.  Fur- 
thermore, very  radical  views  as  to  this  question  and  its 
treatment  have  recently  been  presented  to  the  American 
Surgical  Association  and  to  the  profession  generally,  and 
an  expression  of  opinion  at  this  time  will  be  of  even  more 
value  than  it  was  then. 

In  enteroptosis  the  following  anatomical  conditions  are 
usually  present :  The  hepatic  and  splenic  flexures  remain 
fixed  in  their  normal  position,  the  caput  coli  is  long  and 
hangs  over  the  pelvic  brim;  the  middle  of  the  transverse 
colon  often  reaches  to  the  pelvis;  the  pelvic  colon  is  volu- 
minous. There  is  consequently  a  decided  lengthening  of 
the  intestine.  Apparently  the  hepatic  and  splenic  flexures 
act  as  the  chief  means  of  support,  and  being  dragged  upon 
tend  to  become  points  of  relative  obstruction  on  account 
of  their  acute  angulation.  In  all  cases  there  is  a  more  or 
less  marked  dilatation  of  the  caput  coli;  an  accumulation 
of  gas  can  usually  be  felt  or  percussed  there,  and  the 
patients  complain  of  pain  there,  which  resembles  closely 
that  complained  of  in  obstructive  neoplasms  of  the  trans- 
verse and  lower  colon.  The  presence  of  the  pain  at  the 
caput  is  the  cause  of  frequent  removal  of  an  innocent  ap- 
pendix. In  some  cases  there  is  a  more  or  less  general 
dilatation  of  the  colon,  which  probably  results  from  over- 
distention  of  a  weak  muscularis  by  gas  and  fecal  accumu- 
lations. The  condition  in  the  more  marked  cases  ap- 
proaches the  so-called  megacolon  in  Hirschsprung's  disease. 
Constipation  is  commonly  present,  although  colitis  and 
diarrhea  may  be  a  feature.  In  a  few  cases  recently  brought 
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to  mj  attention  there  has  been  a  marked  relaxation  of  the 
mucosa  of  the  pelvic  colon  and  upper  rectum,  and  it  has 
slid  down  within  the  outer  coats,  forming  a  sort  of  intus- 
susception of  itself,  so  that  its  folds  would  occlude  the 
lumen  of  the  dilating  sigmoidoscope.  In  these  patients  the 
constipation  has  been  extreme. 

Suspension  of  the  transverse  colon,  although  it  has  ap- 
parently been  productive  of  results  in  the  hands  of  some 
surgeons,  would  seem  almost  futile,  for  even  if  the  hepatic 
and  splenic  flexures  are  thereby  relieved  of  the  sag  of  the 
transverse  colon,  the  colon  itself  is  not  shortened  thereby 
and  the  element  of  absorption  is  certainly  not  eliminated. 

The  rational  treatment  would  seem  to  be  that  advocated 
by  Lane,  namely,  excision  of  the  ascending  and  part  or  all 
of  the  transverse  colon,  and  implantation  of  the  ileum  into 
the  colon  below.  But  can  we  recommend  such  a  severe  and 
dangerous  procedure  ?  I  do  not  feel  that  we  can  as  routine 
treatment,  but  there  are  some  whose  condition  is  lament- 
able and  who  even  welcome  a  lethal  termination  of  their 
sufferings.  In  carefully  selected  cases  in  which  we  are 
sure  of  the  anatomical  conditions  present,  and  these  are 
easily  determined  by  radiography  in  addition  to  our  other 
means  of  diagnosis,  I  feel  that  it  is  right  to  do  it.  I  think, 
also,  that  we  can  be  fairly  positive  that  relief  will  follow 
the  operation.  The  reported  results  in  the  main  are  good. 
I  have  not  done  the  operations  for  the  condition  under 
discussion,  but  have  a  number  of  times  for  neoplasms  and 
other  conditions  of  the  cecum  and  ascending  colon,  and 
the  functional  results  have  been  excellent.  Moreover,  in 
some  of  these  patients  who  were  of  the  type  of  the  enterop- 
totic  neurasthenic,  and  who  had  suffered  most  of  their 
lives  with  bilious  headache,  the  improvement  in  their  gen- 
eral condition  has  been  remarkable. 

Unilateral  exclusion  of  the  colon  is  an  operation  of  less 
primary  risk.     It  may  be  accomplished  by  dividing  the 
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ileum  a  short  distance  from  the  ileocecal  valve  and  anas- 
tomosing the  oral  end  with  the  sigmoid  flexure ;  the  aboral 
end  being  closed  or  brought  into  the  abdominal  vp^ound  for 
the  purpose  of  irrigation.  However,  according  to  those 
who  have  practised  it,  it  is  only  satisfactory  for  a  time, 
for  in  a  few  months  accumulations  collect  in  the  excluded 
portion.  Still,  it  may  be  done  first  and  the  excluded  por- 
tion excised  later  with  greater  safety  than  if  done  at  the 
primary  operation. 

While  these  major  operations  upon  the  intestine  are 
practicable  and  fairly  safe  in  good  hands,  and  at  the  same 
time  seem  to  offer  the  only  hope  of  cure  in  the  more  obsti- 
nate cases,  one  hesitates  to  embark  in  this  field,  for  it  is 
enormous,  at  least,  in  New  York,  and  one  cannot  help  but 
feel  that  the  danger  is  very  great  of  introducing  a  line  of 
operative  treatment  that  is  often  unjustifiable,  and  is  likely 
to  be  frequently  misapplied. 

A  short  resume  of  my  conclusion  is  as  follows: 

The  patients  suffering  from  visceral  ptoses  and  neuras- 
thenia may  be  divided  into  two  classes : 

In  one  the  ptosis  of  the  organ  contributes  to  the  neuras- 
thenic state  simply  by  the  effect  produced  on  the  organ 
itself.  In  this  category  may  be  placed  displacements  of 
the  kidney,  uterus,  and  possibly  the  stomach.  The  results 
of  operations  upon  this  class  depend  upon  the  degree  to 
which  the  condition  affects  or  provokes  the  neurasthenic 
state. 

In  the  second  class  a  vicious  circle  is  established  and  the 
ptosis  is  a  direct  factor  in  perpetuating  and  increasing  the 
neurasthenic  state,  if  not  its  underlying  cause.  This  class 
comprises  chiefly  the  cases  of  enteroptosis  either  alone  or 
associated  with  general  splanchnoptosis  in  which  autointox- 
ication is  a  marked  feature.  Operations  upon  patients  of 
this  class  must  relieve  the  autointoxication,  otherwise  they 
will  be  only  productive  of  harm.     In  the  advanced  cases 
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in  which  there  is  marked  lengthening  and  dilatation  of  the 

colon,  partial  excision  or  exclusion  of  the  colon  is  the 
rational  procedure,  and  good  results  may  be  expected.  On 
account  of  the  severity  of  the  operation,  the  greatest  care 
should  be  exercised  in  its  application. 

Finally,  in  recommending  an  abdominal  operation  to 
relieve  neurasthenia,  the  following  four  conditions  must  be 
satisfied : 

1.  That  there  is  a  definite  morbid  or  mechanical  per- 
version of  the  normal  condition  of  the  viscera. 

2.  That  it  is  the  chief  underlying  cause  of  the  neuras- 
thenic state. 

3.  That  the  neurasthenic  condition  cannot  be  cured 
without  its  correction. 

4.  That  it  can  be  corrected  by  a  definite  operative  pro- 
cedure of  only  moderate  danger  to  life. 


THE  END  RESULTS  OF  SURGICAL  OPERA- 
TIONS FOR  THE  RELIEF  OF  NEURAS- 
THENIA ASSOCIATED  WITH   THE 
VARIOUS   VISCERAL  PTOSES. 


By  W.  M.  Polk,  M.D., 
New   York,  N.   Y. 


The  end  results  of  surgical  operations  for  the  relief  of 
neurasthenia  associated  with  the  various  visceral  ptoses 
depend  chiefly  upon  the  order  of  precedence;  for,  while 
a  ptosis  would  add  to  a  neurasthenia  already  existent,  and 
a  neurasthenia  might  increase  a  ptosis  (relaxation  being 
a  factor  in  the  ptosis),  the  end  results  of  surgery  must  be 
more  or  less  gratifying,  in  keeping  with  the  relation  the 
two  conditions  bear  to  each  other  in  this  order  of  prece- 
dence. 

The  necessities  of  any  surgeon  working  in  the  abdom- 
inal cavity  force  upon  him  a  knowledge  (which  he  makes 
more  or  less  complete)  of  all  ptoses  in  this  region. 

Those  of  us  who  direct  attention  to  the  diseases  of 
women,  the  more  common  victims  of  the  condition,  and  by 
far  the  more  frequent  exponents  of  neurasthenia,  must, 
therefore,  have  opportunity  to  work  upon  the  problem 
presented  here  for  discussion. 

For  convenience  of  study  some  of  us  classify  abdominal 
and  pelvic  ptoses  as  follows: 

1.  Such  as  occur  in  people  whose  abdominal  and  pelvic 
confines  are  anatomically  normal,  but  relaxed,  and  whose 
organs  are  enlarged  or  dilated. 
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2.  Such  as  occur  in  people  who  have  breaches  in  abdom- 
inal or  pelvic  confines  or  in  both. 

3.  Such  as  occur  from  undernutrition  (movable 
kidney). 

4.  Such  as  are  due  to  embryonal  faults. 
Class  3  and  4  I  leave  to  other  speakers. 

We  are  disposed  to  draw  distinction  between  prolapse 
and  distention  of  an  organ.  For  instance,  between  a  dis- 
tended cecum  and  ascending  colon,  and  one  prolapsed ;  and 
similarly  in  like  conditions  of  the  stomach  or  sigmoid. 
This  throws  out  of  this  discussion  no  inconsiderable 
number  of  neurasthenics  who  because  of  such  dilatations, 
without  ptosis,  can  fairly  have  their  ailment  traced  to 
autointoxications,  dependent  thereon.  If  this,  however, 
be  considered  a  refinement,  the  distinction  may  be  set 
aside. 

I  cannot  persuade  myself  that  operation  is  called  for 
in  Class  I  until  every  rational  non-operative  method  has 
been  properly  tried,  the  nature  and  extent  of  which  is 
perfectly  familiar  to  this  audience.  Prior  to  such  treat- 
ment the  end  results  of  operation  would  be  futile.  The 
persistence  of  the  symptom  defect,  after  adequate  non- 
operative  treatment,  warrants  operation;  primarily,  for 
further  inquiry;  secondly,  for  application  of  operative 
remedy  upon  the  dilated  or  distorted  organ.  A  conspicuous 
illustration  of  this  contention  is  found  in  the  younger 
unmarried  women  and  at  the  menopause.  In  the  former 
you  have  introduced  a  uterine  ptosis  of  embryonal  origin, 
where  cervical  stenosis,  inducing  obstruction  to  menstrua- 
tion, leads  through  chronic  endometritis  and  metritis  to 
abnormal  anteflexion,  or  retroflexion  (the  uterus  being 
enlarged  and  softened)  and  to  chronic  ovaritis.  At  the 
menopause,  senile  processes  sometimes  cause  encapsula- 
tion of  a  secretion  in  the  uterine  cavity,  with  chronic 
endometritis  and  metritis  as  a  result.     Here  in  both  con- 
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ditions  dilatation  and  curetting  give  most  gratifying  end 
results.  The  plication  or  resection  or  fixation  of  a  flabby, 
nerveless  sigmoid,  colon  or  stomach,  in  neurasthenics,  in 
whom  all  other  measures  have  failed,  is  to  be  commended. 

The  results  of  operation  for  ptosis  dependent  upon 
breaches  in  the  confines  of  the  abdominal  and  pelvic 
cavities,  whether  ptosis  be  independent  of,  productive  of, 
or  add  to  existent  neurasthenia,  are  in  themselves  so  good 
we  must  accept  them;  and  that  the  end  results  are  good 
is  self-evident.  For  instance,  in  hernias.  In  this  con- 
nection, what  are  the  end  results  of  operations  for  ptosis 
of  pelvic  organs  dependent  upon  breaches  of  pelvic  floor. 
This  is  the  greatest  field  of  associated  or  induced  neuras- 
thenia, and  nowhere  are  end  results  of  surgery  more  con- 
spicuously favorable. 

Apart  from  the  intimate  relation  between  these  organs 
and  human  emotions,  the  facts  of  childbirth  are  suggest- 
ive. A  large,  firm  mass,  filling  all  spare  space  in  the 
pelvis,  is  pushed  or  sometimes  drawn  through  the  pelvis, 
passing  directly  through  the  pelvic  fioor,  always  stretching 
it,  sometimes  tearing  it,  leaving  it  a  bruised  and  flaccid 
structure.  Perhaps  to  this  is  added  the  deteriorating 
influences  of  inflammation.  The  organs  displaced  have 
each  very  direct  and  intimate  relation  to  hourly  physical 
comfort.  Rectal  and  vesical  tenesmus  alone  are  as  annoy- 
ing to  the  individual  as  any  other  symptom  the  body  is 
capable  of  sustaining.  Add  the  reactions  coming  from 
the  congested  or  inflamed  uterus  and  ovaries,  and  a  com- 
bination is  presented  sufiicient  to  cause  neurasthenia  of 
the  stoutest  nervous  system — certainly  to  add  to  it  if 
already  existent. 

Let  us  present  a  comparatively  trifling  illustration. 
High-forceps  delivery,  tear  through  the  cervix  and  vagina 
into  subperitoneal  cellular  tissue,  infection,  healing  by 
slow   granulation.      Contracted   cicatrix,    free   motion   of 
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entire  pelvic  floor,  except  on  line  of  cicatrix,  upon  which 
tension  is  therefore  exerted;  pain  therefrom,  reflected  to 
uterus  and  ovary  and  thence  to  central  nervous  system. 
Relief,  following  correction  by  operation.  The  end  results 
of  repair  of  perineum  with  correction  of  the  associated 
cystocele  and  rectocele  is  another  illustration;  and  a  bril- 
liant illustration  is  given  in  the  results  of  operation  in 
complete  procidentia  uteri  with  its  associated  ptosis  of  the 
bladder  and  to  a  less  degree  the  rectum. 

I  do  not  know  how  far  this  discussion  permits  reference 
to  any  particular  kind  of  operation,  but  risking  a  call  to 
order  by  the  chair  I  shall  attack  the  end  results  of  accepted 
operations  for  the  relief  of  uterine  ptosis.  Time  limits  the 
attack  to  the  bare  statement  that  all  of  them  permit  more 
or  less  relapses  and  some  of  them  create  conditions  which 
in  turn  provoke  a  status  as  favorable  to  neurasthenia  as 
that  for  which  operation  is  done  originally.  The  fault  lies 
in  the  substitution  of  suspension  for  support.  Elsewhere 
I  have  traced  the  growth  and  development  of  this  substi- 
tution, for  that  it  is  a  substitution  the  history  of  the  treat- 
ment of  ptosis  of  the  uterus  easily  shows.  When  Koeberle, 
at  Strassburg,  in  March,  1869,  did  ventroflxation  of  the 
uterus,  the  substitution  began,  the  pessary  and  its  mechan- 
anisms  during  the  forty  years  that  have  ensued  have  been 
gradually  but  steadily  retired.  The  pessary  is  support, 
not  to  the  whole  pelvic  floor,  but  to  its  upper  peritoneal 
layer,  and  in  turn  rests  upon  and  derives  support  from 
the  muscular,  the  lower,  the  outer  layer.  (The  differentia- 
tion of  the  two  layers  is  easily  appreciated  in  the  normal 
nulliparous  woman,  as  the  examining  finger  is  pressed  into 
the  yielding  region  between  the  two,  the  region  round  and 
about  the  upper  two-thirds  of  the  vagina,  especially  if  at 
the  same  time  the  cervix  be  fixed.  Examination  per 
rectum  with  or  without  fixing  the  cervix  confirms  the 
demonstration.)      When   this   upper   layer   yields,   ptosis 
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results.  The  essentials  of  this  layer,  starting  on  either 
side  of  the  rectum  posteriorly,  extend  around  the  inner 
wall  of  the  pelvis,  and  then  inward  to  meet  at  the  vagina 
and  bladder  in  front.  Its  composition  and  subdivision  we 
know ;  what  may  happen  to  it  in  labor  and  the  puerperium 
we  know.  Now  add  the  relaxation  and  stretching  seen  in 
the  flabby  and  the  nerveless  in  the  subjects  of  pelvic, 
uterine  or  ovarian  inflammation.  In  all  instances  the 
organs  it  supports  follow  its  decline,  a  most  striking  illus- 
tration being  found  in  simple  retroversion  with  or  without 
flexion.  The  uterus  drops  and  its  lower  segment  shifts 
forward,  its  upper  loosely  swung  portion  drops  backward, 
being  more  or  less  influenced  by  the  posterior  attachment 
of  the  broad  ligament.  Between  the  sliding  forward  of  the 
lower  segment  and  the  restraining  influence  of  this  poste- 
rior attachment  of  the  broad  ligament,  the  organ  grad- 
ually presents  its  anterior  face  to  the  intra-abdominal 
forces  and  the  ptosis  is  fairly  initiated.  The  end  results 
of  any  operation  for  this  form  of  ptosis  will  be  wanting 
unless  the  functions  of  the  upper  pelvic  floor  are  restored. 
The  pessary  does  this,  but  not  to  satisfaction.  Suspend- 
ing operations  do  not  attempt  it.  Operations  to  this  end 
made  through  the  portals  of  the  lower  floor  have  a  great 
handicap  incident  to  the  line  of  approach.  Approach  it 
from  above  and  you  can  bring  to  bear  upon  it  every  device 
surgery  affords.  There  is  no  more  reason  to  avoid  this 
kind  of  approach  than  forty  years  ago  contraindicated 
dilating  and  curetting  a  uterus.  And  with  the  same  study 
given  to  the  anatomy,  physiology,  and  pathology  of  this 
layer  of  the  pelvic  floor,  which  has  been  given  the  lower 
layer,  there  is  every  reason  to  believe  that  the  end  results 
of  operations  for  the  correction  of  neurasthenia  due  to 
ptosis  of  the  pelvic  contents  (certainly  the  urogenital 
forms,  which  constitute  90  per  cent,  of  them)  will  be 
satisfactory. 
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DISCUSSION  ON  THE  PAPERS  OF  DRS.  REYNOLDS, 
BLAKE,  AND  POLK. 

Dr.  John  G.  Clark. — This  subject  has  interested  me  very 
much  for  several  years,  and  during  the  last  two  years  par- 
ticularly we  have  conducted  investigations  in  the  anatomical 
rooms  upon  the  morphologic  and  embryologic  sides  of  this 
question  which  have  thrown  interesting  light  upon  these 
structural  defects.  The  more  we  have  studied  this  subject 
from  the  latter  standpoints  the  more  we  incline  to  the 
view  that  the  majority  of  individuals  who  have  enteroptosis 
or  gastroptosis  were  faulty  from  the  beginning.  These 
people  have  from  infancy  the  potential  factors  of  enteroptosis, 
and  subsequently  when  this  condition  develops  with  well- 
defined  symptoms,  as  a  matter  of  accident,  after  childbirth, 
after  persistent  or  long  years  of  constipation,  etc.,  the  defect 
usually  can  be  traced  back  to  the  original  embryologic  or 
developmental  deviation. 

Dr.  Blake  has  very  well  summarized  the  possibilities  for 
cure  in  these  cases.  We  have  an  inherently  defective  indi- 
vidual, as  a  rule,  to  deal  with,  and  because  of  this  longstand- 
ing defect  we  cannot  hope  for  the  same  surgical  results  that 
follow  in  acute  diseases.  The  individual  perhaps  has  been 
handicapped  by  autointoxication  from  the  beginning.  She 
is  ill  developed,  and  therefore  a  bad  surgical  subject  either 
for  immediate  or  ultimate  results,  and  it  is  particularly  in 
this  class  of  cases  that  the  surgeon  should  make  haste  slowly. 

In  the  last  five  or  ten  years  I  have  tried  various  operations 
and  have  published  the  results  of  some  of  them,  and  I  should 
say  that  in  not  more  than  55  per  cent,  of  them  were  the 
results  satisfactory  after  doing  various  types  of  suspension 
operations,  such  as  the  Coffey  method  of  suspending  the 
organs  by  the  omentum,  etc.  From  other  types  of  oper- 
ations I  should  say  that  one  may  hope  to  obtain  better  results, 
especially  in  that  class  which  Dr.  Blake  has  depicted,  in 
which  there  is  a  true  structural  defect  as  sho^oi  by  obstruc- 
tive and  retention  symptoms.  Therefore,  viewed  from  the 
standpoint  of  results,  the  prospect  for  suspension  operations 
are  not  ghttering  unless  obstructive  symptoms  are  present; 
for  so-called  neurasthenics  they  are  worse  than  useless. 
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Again,  referring  to  Dr.  Blake's  summary  of  the  indications 
for  operation,  the  end  results  in  those  cases  in  which  excision 
of  redundant  portions  of  the  large  intestine  is  practised, 
particularly  in  cases  of  coloptosis,  are  more  satisfactory. 
It  is,  of  course,  a  more  radical  operation,  but  these  cases  in 
my  own  experience  have  given  better  results  than  those  in 
which  suspension  operations  have  been  performed. 

Treves  showed  several  years  ago  that  in  the  newborn 
infant  the  sigmoid  flexure  comprises  practically  one-half  of 
the  colonic  tract,  and  that  subsequently  in  the  six  months 
following  birth  the  sigmoid  flexure  remains  in  statu  quo 
while  the  remainder  of  the  colonic  tract  is  developed.  You 
all  know  the  frequency  of  the  redundant  sigmoid.  You  also 
know  of  the  frequency  of  redundancy  of  the  various  portions 
of  the  intestinal  tract,  particularly  of  the  colonic  tract.  My 
own  feeUng  is  that  many  times  there  is  no  descensus  of  the 
intestines,  but  that  they  are  overdeveloped.  The  sigmoid 
flexure  is  redundant;  the  transverse  colon  is  redundant. 
My  assistant.  Dr.  Keene,  and  I  have  been  impressed  with  this 
fact  in  a  considerable  series  of  autopsies  in  infants,  at  least 
50  per  cent,  showing  various  intestinal  anomalies.  It  is 
really  astonishing  the  number  of  anomalies  one  finds  of 
varying  degree,  from  slight  to  exaggerated  extent.  Many 
interesting  instances  in  adults  have  been  noted  in  careful 
investigations  by  Dr.  Ginsburgh.  These  observations  in 
adults  are  identical  with  those  which  we  see  in  infants. 
Therefore,  variations  in  posture  and  the  so-called  neuras- 
thenic types  of  chest  and  abdomen  possibly  hinge  upon  the 
fact  that  the  individual's  nutritional  machine  has  been 
bad;  hence  improper  or  deficient  development.  If  we 
expect  to  get  good  results  from  operating  in  these  cases 
obstructive  symptoms  must  be  present,  and  under  these 
conditions  the  more  radical  type  of  operation  is  likely  to 
give  better  ultimate  results  than  the  suspension  operations, 
although  the  latter  must  have  a  relative  place  of  impor- 
tance in  the  less  pronounced  cases.  Without  these  well- 
defined  indications  operations  in  neurasthenic  individuals 
is  unjustifiable. 

Dr.  Maurice  H.  Richardson. — This  subject  ought  to  be 
discussed  not  only  by  the  gynecologist  and  general  surgeon, 
but  the  neurologist,  and  I  would  be  glad  to  welcome  dis- 
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cussion  from  the  orthopedic  men,  as  Dr.  Reynolds  indicated 
in  his  introductory  remarks, 

I  approach  the  subject  of  the  treatment  of  the  neuras- 
thenic for  whatever  cause,  whether  it  be  a  definite,  unmis- 
takable pathologic  lesion,  or  a  ptosis,  or  a  slight  lesion  like  a 
displacement  of  the  kidney,  with  the  utmost  discouragement, 
and  if  I  can,  as  the  result  of  this  discussion,  look  forward 
to  any  reasonable  hope  in  treating  successfully  the  profound 
neurasthenic,  I  shall  feel  well  repaid  for  this  visit. 

Dr.  Reynolds  states  that  he  looks  for  an  organic  lesion. 
What  is  the  effect  of  operating  in  a  neurasthenic  upon  a  most 
profound  lesion  ?  We  will  say,  a  gall-bladder  full  of  gallstones. 
One  of  my  recent  cases  was  a  v/oman  referred  to  me  whose 
abdomen  was  covered  with  scars  from  exploration  of  the 
pelvis  on  both  sides,  and  whatever  may  have  been  found  in 
the  way  of  movable  kidney  and  other  conditions,  such  as 
ptosis  of  the  organs,  this  woman  was  found  to  have  a  gall- 
bladder full  of  stones.  The  results  were  just  the  same  in  all 
operations.  Her  state  at  present  is  much  worse  than  her 
state  at  first. 

There  come  to  me  failures  in  surgery  from  all  over  New 
England,  and  I  have  no  doubt  many  failures  from  surgery 
come  to  most  of  you,  and  where  my  cases  go  to  I  do  not  know. 
(Laughter.)  Certainly,  many  cases  come  to  me,  and  I  have 
no  doubt  I  have  many  failures.  The  failures  I  am  referring 
to  now  are  failures  of  surgical  measures  in  patients  who 
suffer  from  this  deplorable  condition,  neurasthenia.  If  we 
have  failures  in  neurasthenic  cases  from  surgical  operations 
performed  for  the  relief  of  definite  pathologic  lesions,  what 
are  we  to  expect  in  so-called  movable  kidney?  For  years 
I  have  examined  the  kidney  in  every  patient  in  clean  abdom- 
inal cases,  where  there  is  no  danger  of  disseminating  sepsis. 
I  have  examined  every  kidney,  right  and  left,  and  I  have  come 
to  the  conclusion  that  operating  on  neurasthenics  for  so- 
called  movable  kidney,  except  for  the  suggestive  effect,  is 
of  no  beneficial  effect  whatsoever. 

With  reference  to  cases  of  enteroptosis  and  operations 
for  their  relief,  I  am  able  to  call  up  examples  of  cases  in  which 
I  have  been  driven  to  operation,  as  doubtless  a  great  many 
of  you  have,  because  these  patients  have  been  absolutely 
and    completely    discouraged    with    every    other    method. 
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Many  of  these  patients  have  been  treated  for  years  by 
the  neurologist,  by  the  gynecologist,  and  by  the  general 
surgeon,  and  we  have  got  to  operate  on  them — at  least  I  feel 
obliged  to  do  so  sooner  or  later,  and  then  with  the  same 
general  results  of  discouragement.  Let  us  take  the  large 
intestine.  I  have  resected  the  sigmoid  flexure  in  cases  of 
chronic  Hirschsprung  disease.  In  one  instance,  the  case 
having  been  referred  to  me  for  operation  by  no  less  a  con- 
servative man  than  Dr.  Fritz,  I  resected  once  or  twice, 
possibly  three  times,  the  large  intestine,  and  this  must  have 
been  done  eight  or  ten  years  ago.  The  woman  is  in  the  same 
condition  of  neurasthenia  today  as  she  was  in  the  first  place. 
In  addition  to  the  operations  on  the  intestine,  she  had  a  large 
ovarian  cyst  develop,  which  was  removed. 

Dr.  Blake  has  formulated  the  position  we  should  take 
in  these  cases  very  clearly,  and  I  would  concur  most  heartily 
in  that.  In  the  first  place,  we  should  be  sure  there  is  a  lesion. 
In  the  second  place,  that  it  is  the  chief  cause  of  the  neuras- 
thenia, and,  in  the  third  place,  that  it  cannot  be  cured  without 
operation,  and  the  operation  should  not  be  such  as  to  subject 
the  patient  to  too  great  a  danger.  If  we  can  satisfy  ourselves 
of  these  conditions,  then  there  is  some  hope  of  affording  these 
patients  relief  by  operative  procedures. 

With  reference  to  ptoses  and  neurasthenia,  in  the  absence 
of  other  causes,  ptosis  is  the  probable  cause,  but  unfortu- 
nately the  surgical  treatment  of  ptoses  in  my  experience  has 
been  profoundly  discouraging.  I  do  not  want  to  come  here, 
after  twenty-five  years  of  operating,  during  which  time  I 
have  done  a  very  large  amount  of  operative  surgery  for 
various  pathologic  conditions,  and  speak  to  the  younger 
men  of  these  associations  with  any  such  feeling  of  profound 
discouragement,  but,  it  seems  to  me,  we  have  in  a  nutshell 
the  prognosis  or  same  outlook  in  neurasthenia  that  we  have 
in  the  nervous  condition  known  as  spasmodic  wry  neck. 
There  was  a  time  when  every  surgeon  felt  that  spasmodic 
wry  neck  could  be  cured  by  resection  of  the  spinal  accessory 
nerve.  It  was  thought  that  this  operation  would  do  the 
whole  business,  yet  it  is  the  most  obstinate  and  most  dis- 
couraging of  all  possible  operations,  and  largely  because 
there  is  something  about  the  etiology  of  spasmodic  wry 
neck  we  do  not  know. 
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I  believe  neurasthenia  is  more  of  a  disease  than  we  give 
it  credit  for,  and  that  it  is  some  central,  organic,  or  some 
nervous  condition  in  which  operative  surgery  will  have 
about  as  much  effect  as  operative  treatment  for  epilepsy. 
Many  of  you  will  recall  the  time  when  Dr.  Wood  said  that  it 
would  do  just  as  much  good  to  amputate  the  toe  for  the 
relief  of  epilepsy  as  it  would  to  resect  the  motor  area  of  the 
brain.  I  feel  with  regard  to  operations  on  movable  kidney 
and  on  dilated,  large  intestines,  that  after  all,  no  matter  how 
successful  the  operation  may  be,  and  no  matter  how  justified 
we  may  feel  in  having  been  driven  into  these  operations,  we 
do  not  really  strike  the  real  cause  of  the  trouble.  I  cannot 
help  feehng  that  way  with  regard  to  these  neurasthenics.  At 
the  same  time,  we  must  feel  that  these  are  unfortunate 
individuals.  I  do  not  know  of  any  more  distressing  state  of 
mind  or  body  than  that  which  the  confirmed  neurasthenic 
has.  The  performance  of  trivial  operations  on  neuras- 
thenics with  the  hope  of  doing  some  good  by  suggestion  is 
indefensible. 

Dr.  Richard  R.  Smith. — This  paper  has  been  purposely 
restricted  to  a  general  consideration  of  those  etiological 
factors  to  be  thought  of  in  connection  with  the  management 
of  patients  with  a  general  visceral  prolapse  and  an  accom- 
panying neurasthenia,  and  who  present  themselves  to  the 
gynecologist  for  the  relief  of  their  symptoms.  There  is, 
perhaps,  no  condition  outside  of  the  pelvis  itself  which  has 
a  more  direct  and  important  bearing  upon  pelvic  problems. 

If  we  may  exclude  from  the  discussion  those  cases  of 
visceral  prolapse  due  to  childbirth — a  cause,  by  the  way, 
that  is  rarely  in  itself  productive  of  marked  degrees  of  dis- 
placement— we  may  place  all  the  rest  in  one  general  group. 
Women  of  this  group  possess  certain  physical  characteristics 
in  common  which  are  closely  associated  with  and  stand  in  an 
intimate  causal  relation  to  the  visceral  displacement.  The 
fundamental  or  underlying  characteristics  are  easily  traceable 
to  childhood  and  even  infancy,  and  the  immediate  pro- 
genitors are  usually  of  similar  type,  so  that  whatever  may 
be  said  of  the  effects  of  unhygienic  hving  or  other  influences, 
an  inquiry  will  show  that,  in  a  large  percentage  at  least,  the 
condition  or  tendency  to  it  is  an  inherited  one.  We  have 
inquired    into    the    childhood    and    parentage    of     several 
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hundred  women,  and  believe  there  can  be  no  doubt  of 
its  truth. 

How  shall  we  describe  such  women?  The  thing  that 
impresses  one  first  is  their  general  frailness  of  form.  They 
are  slender,  have  but  little  adipose  tissue,  their  muscles  are 
small,  and  their  general  appearance,  and  even  their  features, 
often  delicate.  They  give  one  the  sense  of  being  physically 
poorly  developed,  their  forms  lacking  those  characteristics 
which  we  are  accustomed  to  associate  wdth  strength  and 
vigor.  We  note  that  the  thorax  is  small,  shallow,  constricted 
at  the  waist,  and  more  or  less  collapsed.  As  indicative 
of  this  we  find  a  sharp  slant  of  the  lower  ribs  downward  and 
a  sharpened  epigastric  angle.  The  abdomen  of  the  woman 
who  has  not  borne  children  and  who  stands  ordinarily  erect 
is  quite  fiat,  but  of  the  parous  woman  is  often  prominent. 
If  the  woman  is  suffering  from  chronic  fatigue,  as  such  women 
often  are,  we  may  note  certain  changes  in  form  due  to 
muscular  insufficiency;  the  normal  lumbar  lordosis  of  the 
spine  is  diminished,  or  nearly  eradicated;  the  upper  back 
is  rounded;  the  shoulders  are  stooped,  giving  the  chest  the 
appearance  of  flatness;  the  abdomen  becomes  slightly 
prominent.  This  attitude — the  ordinary  one  or  relaxation — 
becomes  habitual;  in  fact,  so  much  so  as  to  be  sometimes 
impossible  of  immediate  voluntary  correction.  As  another 
indication  of  muscular  insufficiency  it  may  be  noted  that 
these  women  often  suffer  from  "weak  feet."  These  are,  in 
brief,  the  chief  physical  features  of  this  habit.  With  it,  we 
always  find  a  visceral  prolapse — the  kidneys  (one  or  both), 
the  lower  pole  of  the  stomach,  the  colon  and  the  small 
intestine  all  occupy  a  lower  position  than  in  women  of  more 
vigorous  type.  The  degree  of  prolapse  is  fairly  in  accordance 
with  the  degree  of  abnormality  of  outward  form.  This  last 
is  not  a  strict  rule,  and  perhaps  less  so  of  the  kidneys  than  of 
the  stomach  and  bowels,  but,  nevertheless,  generally  speak- 
ing, it  holds  good. 

We  must  not  imagine  the  peculiarities  above  described 
are  alwa3^s  clearly  and  distinctly  outlined.  Let  us,  in  way  of 
explanation,  describe  briefly  her  opposite,  the  vigorous 
normal  or  ideal  woman.  She  gives  us  at  once  an  impression 
of  physical  vigor  and  strength.  She  is  supplied  with  sufficient 
fat  to  round  out  her  form,  her  muscles  are  well  developed, 
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her  thorax  is  deep  and  large,  the  epigastric  angle  wide,  the 
lower  ribs  slanting  but  slightly  downward.  The  waist  is 
wide  and  deep,  the  abdomen  fairly  flat.  Examination  of  the 
viscera  show  them  in  good  position.  Between  the  extremes 
which  we  have  described  we  find  the  great  majority  of 
women  who  come  to  us.  It  is  only  when  the  former  con- 
dition is  well  marked  that  we  designate  a  woman  as  enter- 
optotic. 

What  shall  we  say  in  regard  to  its  relationship  to  health? 
Briefly  we  believe  these  to  be  facts:  Enteroptosis  and  good 
health  as  we  ordinarily  know  it  are  by  no  means  incompatible. 
We  see  all  about  us  enteroptotic  women  taking  their  places 
in  the  world,  who  are  free  from  pain  or  other  disagreeable 
symptoms  and  who  feel  well.  They  may  even  maintain 
health  better  than  the  average.  As  a  class,  however,  they 
have  less  resistance  to  the  strains  of  hfe  than  their  more 
vigorous  sisters.  Care  and  responsibihty,  frequent  child- 
bearing,  hard  work,  poor  food,  and  indoor  living  all  bring 
them  quickly  to  a  state  of  fatigue,  poor  nutrition,  and  an 
abnormal  mental  condition.  It  is  then  that  they  frequently 
consult  us.  A  well-defined  set  of  symptoms  are  inaugurated 
— how  often  we  hear  them:  Pain  in  the  back,  groins,  and 
lower  abdomen;  bearing  down  pain,  disturbances  of  diges- 
tion, menstruation,  and  urination,  increased  fatigabihty, 
nervousness,  headache,  and  often  many  other  symptoms 
psychoneuropathic  in  character.  An  enteroptotic  woman 
in  this  condition  is  plainly  suffering  from  neurasthenia, 
although  some  of  her  symptoms  cannot  be  strictly  classified 
as  such.  For  example,  the  pain  in  the  back  and  groins  are 
rather  to  be  regarded,  we  believe,  as  those  of  muscular 
fatigue.  We  seriously  question  whether  the  prolapsed 
viscera  themselves  give  rise  to  as  much  pain  as  is  usually 
ascribed  to  them.  Occasionally  one  sees  patients  with  pain 
in  the  right  lumbar  region,  where  the  nearest  explanation 
seems  to  lie  in  the  dragging  of  the  kidney,  but  one  should 
not  accept  this  explanation  for  every  case  presenting  this 
symptom.  Nephorrhaphy  has  led  to  many  good  results  and 
many  disappointments.  The  feeling  of  weight  and  bearing 
down  is  commonly  ascribed  to  the  dragging  of  the  intestines 
on  their  mesenteries.  This  is  by  no  means  certain.  It 
might  well  be  due  to  the  accompanying  fatigue  of  the  trunk 
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muscles.  The  point  will  bear  further  investigation.  The 
disturbances  of  digestion  are  very  largely,  if  not  entirely, 
due  to  the  accompanying  nervous  exhaustion  and  not 
ordinarily,  we  believe,  to  the  mechanical  difficulties  presented 
by  the  prolapse  of  the  stomach  and  bowels.  The  placing  of 
the  frequently  associated  constipation  on  a  mechanical 
basis  is,  in  the  vast  majority  of  cases,  to  say  the  least, 
open  to  considerable  doubt.  Its  true  status  we  do  not 
beheve  we  as  yet  clearly  understand. 

In  its  relationship  to  pelvic  disease  it  may  be  stated : 

1.  That  an  enteroptotic  woman  may  have  all  the  symp- 
toms that  we  have  enumerated  above  and  still  be  free  from 
any  pelvic  disease  whatsoever.  Because  of  the  existence  of 
such  symptoms  we  have  no  right  to  conclude  that  she  has 
any  trouble  there.  Above  all,  we  should  not  advise  any 
pelvic  operation  upon  such  a  woman  unless  she  has  a  distinct 
and  unquestionable  lesion  that  is  plainly  a  source  of  ill 
health  to  her. 

2.  The  enteroptotic  woman  is  more  easily  affected  by 
pelvic  disease  than  the  more  stable  woman,  but  it  is  rarely 
the  case  that  minor  lesions  no  commonly  associated  with  pain, 
hemorrhage  or  sepsis,  are  a  source  of  marked  ill  health  with 
her.  When  only  such  minor  lesions  are  present  other 
causes  may  almost  invariably  be  found.  We  may  not 
expect  to  cure  her  by  the  correction  of  such  minor  troubles 
unless  other  factors  can  be  removed. 

3.  Major  lesions  (those  associated  with  much  pain  hemor- 
rhage or  sepsis)  may  be  practically  the  only  source  of  her 
illness  and  neurasthenia  and  we  may  reasonably  expect 
when  such  is  the  case  to  restore  her  to  a  satisfactory  state 
of  health  by  operation. 

We  have  very  recently  written  to  a  considerable  number 
of  women  who  belong  strictly  to  this  type — enteroptotic 
women  with  neurasthenia — and  have  had  rephes  from 
fifty-one.  At  the  same  time,  in  order  to  form  a  better 
judgment,  we  wrote  to  their  family  physician.  All  had 
pelvic  operations  more  than  two  years  ago.  The  number 
is  small,  but  the  answers  are  so  significant  as  to  lead  us  to 
believe  that  any  multiple  of  51  would  have  brought  much 
the  same  general  results. 

Of  the  51  patients,  all  but  2  were  apparently  more  or 
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less  benefited  by  their  operation.  One  of  these,  a  decided 
neurasthenic,  had  minor  lesions  which  probably  had  nothing 
to  do  with  her  symptoms  and  ill  health;  the  other,  also  a  con- 
firmed neurasthenic,  had  a  recurrence  of  her  retroversion, 
the  uterus  and  appendages  having  been  adherent  before 
operation.  We  are  more  interested,  however,  in  the  effect 
upon  the  neurasthenic  state.  Of  the  51,  15  may  be  con- 
sidered as  being  entirely  reheved  in  this  respect.  Seventeen 
may  be  said  to  be  much  better  nervously  than  formerly, 
while  19  remain  about  the  same.  It  is  interesting  to  note  on 
the  one  hand  that  of  the  15  nervously  cured,  all  but  two  had 
had  operations  for  conditions  which  involved  sepsis,  pro- 
nounced hemorrhage,  or  pronounced  pain.  Or,  in  other 
words,  conditions  that  would  in  themselves,  of  necessity, 
cause  marked  ill  health  and  an  abnormal  nervous  condition. 
On  the  other  hand,  of  the  19  who  were  not  improved  ner- 
vously, 15  had  had  operations  for  conditions  not  plainly 
productive  of  marked  pain  and  not  of  hemorrhage  or  sepsis. 
In  other  words,  in  these  15  minor  cases  other  conditions 
outside  the  local  ones  had  been  at  work  and  prevented  the 
restoration  of  a  nervous  equihbrium.  We  had  failed  to 
benefit  them  in  this  respect  by  operation.  These  results 
would  seem  to  emphasize  the  necessity  of  careful  discrimi- 
nation in  prognosis,  and  to  verify  the  statements  just  made 
in  regard  to  the  relation  of  the  condition  to  pelvic  disease. 

What  we  have  said  might  seem  to  offer  at  best  a  rather  dis- 
couraging outlook.  If  we  plainly  recognize,  however,  that 
surgery  must  of  necessity  have  certain  hmitations  in  the 
treatment  of  these  patients,  we  shall  the  sooner  seek  more 
logical  methods  of  relief.  We  have  purposely  left  out  of  the 
discussion  references  to  the  results  to  be  expected  from 
surgical  attempts  to  raise  and  fix  the  individual  organs  at  a 
higher  level.  It  is  possible  that  such  may  eventually  be 
found  to  have  a  certain  field  of  usefulness,  but  our  present 
conception  of  the  general  and  deep-seated  nature  of  the 
trouble  and  the  part  that  the  individual  organs  take  in  the 
symptomatology  would  not  seem  to  make  the  outlook  very 
hopeful. 

Dr.  Lewis  S.  McMurtry.— It  seems  to  me  that  at  the 
very  basis  of  this  discussion  there  are  two  fundamental 
questions  to  be  settled,  and  the  first  is,  what  is  that  abnormal 
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condition  that  we  call  neurasthenia?  The  neurologist  uses 
as  a  synonymous  expression  fatigue  neurosis,  a  nervous 
condition  that  is  usually  characterized  by  fatigue,  lack  of 
endurance,  and  we  see  this  condition  associated  with  sur- 
gical diseases. 

As  to  the  ultimate  results  that  follow  operations  upon 
neurasthenic  conditions  that  are  associated  with  visceral 
ptoses,  the  question  arises  as  to  whether  or  not  the  neuras- 
thenia is  the  result  of  the  ptosis  or  whether  it  is  an  accom- 
paniment or  an  associate  of  it.  It  seems  to  me  we  have 
an  important  question  to  settle  before  we  can  go  any  farther 
with  the  discussion,  and  I  think  it  is  fair  to  assume  from 
the  remarks  that  have  already  been  made  that  the  correction 
of  the  visceral  ptosis  is  an  unsatisfactory  method,  as  are  all 
other  surgical  methods  of  ultimate  cure  of  neurasthenia,  and 
consequently  we  can  look  upon  the  visceral  ptosis  as  a  part 
of  other  departures  from  normal  conditions,  as  an  aggra- 
vation, as  an  associate  of  neurasthenia,  but  be  very  doubtful 
about  its  being  the  ultimate  cause  of  the  neurasthenia.  For 
example,  every  surgeon  here  has  seen  in  the  abdomen,  as  the 
result  of  the  growth  of  large  tumors,  the  most  extensive 
displacements  of  all  the  viscera.  Tumors,  for  instance,  that 
grow  underneath  the  peritoneum;  tumors  that  grow  within 
the  peritoneum,  and  make  displacements  of  viscera  much 
more  extensive  than  is  done  by  defective  developmental 
conditions  of  the  viscera,  and  it  is  rare  that  these  conditions 
are  associated  with  neurasthenia.  Again,  how  often  after 
difficult  manipulations  in  the  abdomen  in  normal  individuals 
do  we  leave,  in  the  haste  of  an  operation,  the  viscera  dis- 
posed in  every  possible  irregular  manner,  and  these  things 
correct  themselves  in  normal  individuals,  and  do  not  neces- 
sarily have  any  connection  with  neurasthenia,  so  that  we 
must  certainly  have  a  httle  more  evidence  than  we  have  at 
the  present  time  that  visceral  ptoses  are  the  principal 
factors  in  the  production  of  this  condition  of  the  nervous 
system  and  metabohsm  of  the  body  that  is  known  as  neuras- 
thenia; and  I  think  that  the  error  in  our  procedures  has 
been  in  assuming  that  these  visceral  ptoses  are  in  all  cases 
the  causes  of  the  neurasthenia. 

As  to  the  chnical  side  of  the  matter,  my  experience  is  hke 
that  which  has  been  related  by  other  surgeons.    The  oper- 
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ative  procedures  for  all  of  these  ptoses,  whether  of  the 
pelvic  organs,  the  kidney,  or  of  the  alimentary  tract,  have 
have  been  very  unsatisfactory. 

We  all  know  that  neurasthenia  occurs  in  both  sexes  in  all 
stations  of  life,  in  all  conditions,  among  the  rich  and  the 
poor,  and  its  exact  origin  or  nature  and  its  pathology  are  as 
yet  unknown,  and  until  its  pathology  is  more  definitely 
known  the  results  are  going  to  be  the  same  as  those  we  see 
reported  to  the  profession  at  the  present  time.  What  we 
need  more  than  anything  else  is  a  definite  statement  as  to 
the  origin  or  cause  of  this  condition  which  we  know  as 
neurasthenia.  The  primary  results  of  operations  from  the 
standpoint  of  suggestion  are  satisfactory,  as  a  rule,  but  the 
ultimate  results  are  most  unsatisfactory  and  disappointing. 

Dr.  William  M.  Polk  (now  speaking  ex  tempore). — We 
claim  control  of  what  exists  in  the  pelvic  cavity,  and  I  am 
quite  sure  that  the  experience  of  any  man  who  works  in  this 
region  of  the  body,  surgically  or  non-surgically,  will  bear 
out  this  statement,  that  the  end  results  of  surgery  in  this 
region  are  to  be  commended.  Now,  it  is  not  to  be  denied 
that  even  in  these  cases,  and  more  particularly  in  those 
which  present  ptoses  that  have  been  described  as  belonging 
to  the  upper  abdominal  cavity,  we  have  conditions  before 
which  we  unquestionably  balk.  But  here  I  am  convinced  that 
orthopedics  furnishes  a  most  efficient  aid,  and  the  hues  laid 
down  by  Dr.  Reynolds  and  by  Dr.  Lovett,  of  Boston,  who 
has  been  associated  with  him,  are  to  my  mind  the  means 
of  benefiting  very  many  of  the  conditions  for  which  up  to 
the  present  time  surgery  has  been  considered  the  only 
means  of  rehef .  But,  as  Dr.  Richardson  has  said,  the  psycho- 
neurologist  should  not  be  forgotten  in  connection  with  these 
cases.  If  we  could  persuade  our  people  that  surgery  is  not 
to  be  introduced  except  for  definite  pathologic  conditions,  I 
believe  it  would  go  a  long  way  toward  throwing  the  respon- 
sibihty  upon  the  shoulders  of  others  rather  than  all  of  it 
upon  the  gynecologist  and  general  surgeon.  Unfortunately 
the  attitude  which  most  of  us  assume  is  this:  We  have 
made  ourselves  efficient  abdominal  surgeons.  We  are  proud 
of  our  achievements.  We  have  acquired  something  which  is 
good,  and  we  know  this,  and  the  inevitable  tendency  of  the 
human  mind  under  such  circumstances  and  with  such  a 
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possession  is  to  apply  it  on  an)'  and  all  occasions.  I  do  not 
care  how  conscientious  we  may  be  in  differentiating  our 
desires  from  our  duty,  those  of  us  who  feel  ourselves  good 
enough  to  stand  on  the  platform  with  the  saints  will  fall.  If 
there  is  one  thing  above  all  others  to  which  I  would  hke  to 
call  attention  it  is  this,  that  there  is  no  reason  why  we  as 
gynecologists  and  general  surgeons  should  bear  all  the 
burden  in  these  cases.  I  have  long  since  come  to  the  con- 
clusion that  there  is  a  conspiracy  on  the  part  of  the  neurolo- 
gist to  land  on  us  a  class  of  cases  which  he  knows  full  well 
will  tax  every  single  particle  of  his  acumen.  Here  is  a 
brilhant  opportunity  for  the  psychopathologist,  the  psycho- 
neurologist,  to  exploit  himself  to  the  fullest  extent,  and  I  do 
not  know  of  a  class  of  patients  more  in  need  of  this  kind 
of  apphcation  of  their  wonderful  knowledge  than  these 
neurasthenics.  What  I  would  recommend  is  this:  If  these 
people  come  to  you,  say  to  them:  "You  must  pass  first 
through  the  hands  of  a  competent  orthopedist;  you  must 
pass  next  through  the  hands  of  a  conscientious,  self-doubting 
neurologist;  but  beware  of  the  overconscious  and  over- 
confident neurologist."  And  then  you  can  say:  "Madam 
[or  sir,  as  the  case  may  be],  I  will  take  up  your  complaint 
now  that  you  have  reached  the  end  of  all  things  so  far  as 
medical  investigation  is  concerned,  and  you  wiU  command 
all  the  resources  of  my  refinements  in  this  art  of  surgery.'! 

Dr.  a.  J.  OcHSNER. — Primarily,  I  ^\ash  to  subscribe  to 
the  axiomatic  statements  made  by  Dr.  Blake  in  regard  to 
the  surgical  treatment  of  this  class  of  cases.  There  is  no 
doubt  but  what  the  condition  of  neurasthenia  can  be  greatly 
exaggerated  or  possibly  caused  by  the  results  of  enteroptosis 
when  these  results  produce  obstruction  to  the  ahmentary 
canal,  and  in  that  way  interfere  with  nutrition  and  cause 
auto-intoxication,  or  when  this  condition  gives  rise  to 
obstruction  of  the  ureter,  or  causes  an  accumulation  of 
mucus  in  the  gall-bladder,  and  secondarily  causes  gallstones. 
That  the  relief  after  an  operation  in  such  cases,  even  though 
the  neurasthenia  was  possibly  caused  by  this  condition,  must 
be  in  the  most  cases  exceedingly  unsatisfactory,  and  due  to 
two  causes.  First,  you  do  not  mechanically  reheve  the  con- 
dition, no  matter  how  perfect  the  operation  may  be,  except 
in  a  few  instances,  as,  for  instance,  in  draining  and  suspending 
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the  gall-bladder,  in  removing  a  hydronephrotic  kidney,  or 
correcting  the  conditions.  In  a  few  of  these  conditions, 
where  you  can  remove  the  mechanical  cause,  you  may  afford 
relief;  but  we  have  the  other  difhculty  to  contend  with, 
namely,  the  neurasthenia  has  become  habitual,  and  then  the 
results  are  again  bad,  so  that  I  would  follow  Dr.  Polk  to  the 
last  part  of  his  statement,  and  that  is,  I  would  send  these 
patients  to  some  one  else,  because  I  do  not  like  trouble,  and 
I  have  got  nothing  but  trouble  from  these  cases. 

Dr.  Reynolds'  presentation  of  this  subject  is  along  the 
line  of  some  observations  I  have  made,  and  which  have  caused 
me  to  suggest  prophylaxis  rather  than  treatment  in  this 
way:  Many  years  ago  in  studying  the  treatment  of  hernia  in 
children,  I  found  that  hernias  in  children  were  cured  spon- 
taneously, provided  you  secured  conditions  in  which  there 
was  an  absence  of  abnormal  intra-abdominal  pressure  and 
traction  by  placing  these  children  in  bed  with  the  foot  of 
the  bed  elevated  at  from  fifteen  to  thirty  degrees.  I  found 
that  in  children  with  pendulous  bellies  when  the  recti 
muscles  came  together  they  were  shortened;  that  the  oblique 
muscles  were  strengthened,  and  that  the  intestines,  instead 
of  hanging  at  the  bottom  of  the  pelvis,  after  a  few  months 
of  treatment,  were  lifted  up.  In  other  words,  that  this 
enteroptosis  in  children  which  resulted  from  improper 
feeding,  from  gaseous  distention,  and  from  any  other  sources 
of  abdominal  intra-abdominal  pressure,  was  relieved.  When 
the  causes  of  these  conditions  were  removed,  the  entero- 
ptosis in  children  was  decreased  to  a  marked  extent.  Of 
course,  we  must  always  remember,  as  Dr.  Clark  has  pointed 
out,  these  persons  are  badly  made  to  begin  with,  and  they 
are  spoiled  from  day  to  day  as  they  grow  older,  so  that 
they  are  not  much  good  as  they  attain  age,  but  by  over- 
coming the  causes  of  the  enteroptosis  in  children  I  believe 
we  will  prevent  its  occurrence  in  many  adults. 

Dr.  Howard  A.  Kelly. — I  feel  that  it  is  better  to  con- 
sider one  visceral  ptosis  in  some  detail  rather  than  enter- 
optosis as  a  whole,  for  I  beheve,  to  arrive  at  any  definite 
conclusions  in  this  subject,  that  each  of  the  various  organs 
has  to  be  considered  separately.  The  principles  which  I  have 
arrived  at  through  my  experience  with  these  cases  and  act 
on  are: 
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1.  Movable  kidney  is  a  very  common  condition  both  in 
neurasthenics  and  in  people  who  are  not  nervous.  One 
woman  in  every  four  has  a  movable  right  kidney,  but  in  the 
vast  majority  of  these  the  movabihty  causes  no  symptoms 
and  does  no  injury  to  the  kidney.  In  a  series  of  245  cases 
where  definite  symptoms  arose  from  the  kidney,  I  found  78 
with  pronounced  neurasthenic  manifestations  of  one  kind 
or  another. 

2.  Neurasthenia  is  never  the  cause  of  movable  kidney. 
On  the  other  hand,  the  mere  fact  that  a  kidney  is  movable 
does  not  predispose  to  neurasthenia. 

3.  In  those  predisposed  to  neurasthenia  the  continuous 
discomfort  or  attacks  of  pain  due  to  certain  movable  kidneys 
may  precipitate  the  condition  and  almost  certainly  prolong 
and  aggravate  it. 

4.  The  usual  methods  of  treating  neurasthenia  by  psycho- 
theraphy,  rest  in  bed,  forced  feeding,  etc.,  are  considerably 
curtailed  in  their  value  in  all  cases  and  in  many  rendered 
entirely  ineffective  by  the  existence  of  local  symptoms  due  to 
mechanical  causes  and  rehevable  by  mechanical  means  alone. 
On  the  other  hand,  by  relieving  the  local  symptoms  a  vast 
gain  is  made  toward  securing  the  much  desired  confidence 
of  the  patient  and  paving  the  way  to  a  successful  use  of 
these  methods  in  common  uses  of  undeniable  value. 

5.  The  indications  for  treatment  of  movable  kidney  in 
neurasthenics  correspond  to  those  for  any  othor  kinds  of 
patient:  The  treatment  should  be  Hmited  to  those  in  which 
the  movable  kidney  is  causing  pain  and  local  discomfort, 
which  pain  and  discomfort  can  be  reproduced  by  distending 
the  pelvis  of  the  kidney  with  fluid  injected  through  a  renal 
catheter.  This  feature  of  the  diagnosis  cannot  too  strongly 
be  urged  and  insisted  upon. 

6.  The  treatment  to  be  pursued  is  operative  and  should 
consist  in  suspension  of  the  kidney.  Bandages  and  supports 
are  less  reliable  in  neurasthenics  than  in  others,  as  would  be 
expected  when  one  considers  that  everything  which  suggests 
trouble  to  a  neurasthenic  tends  to  prolong  the  symptoms. 
The  mechanical  support  in  such  a  case  is  a  constant  reminder 
that  the  kidney  is  movable. 

7.  Local  symptoms  arising  from  the  kidney  are  almost 
as  readily  relieved  in  neurasthenics  as  in  any  other  class 
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of  patients,  and  in  a  suprisingly  large  number  of  cases  the 
neurasthenic  symptoms  also  disappear.  When  we  consider 
the  neurotic  inheritance  as  the  basis,  and  the  many  causes 
which  bring  neurasthenia  on,  no  one  would  expect  all  cases 
to  be  reUeved. 

The  above  categorical  statement  of  principles  represents 
my  attitude  toward  the  question  of  neurasthenia  and 
movable  kidney.  In  245  personal  cases  where  movable 
kidney  was  associated  with  pain  in  the  loin  78,  or  almost  33^ 
per  cent,  complained  of  nervous  symptoms  to  such  an  extent 
as  to  demand  classification  as  neurasthenics.  Extreme 
nervousness  is  the  commonest  symptom,  inability  to  carry 
on  work,  insomnia,  headaches,  and  the  various  other  mani- 
festations are  quiet  common.  In  the  cases  where  the 
neurasthenia  has  been  pronounced  there  has  also  been  a 
family  and  personal  history  of  nervousness.  Out  of  the  78 
cases  where  nervous  or  neurasthenic  symptoms  were  present, 
there  were  26  in  which,  while  acknowledging  pain  in  the  side, 
the  patient  attributed  the  greatest  trouble  to  the  neuras- 
thenia. I  have  taken  this  group  of  26  cases  as  a  severe  test, 
and  analyzed  it  in  reference  to  the  results  of  the  suspension 
of  the  kidney.  Six  of  these  26  patients,  while  apparently 
bettered  by  the  operation,  have  been  lost  sight  of  through 
change  of  residence,  etc.,  and  no  report  can  be  made  on 
them.  On  the  other  hand,  out  of  the  20  remaining  cases, 
12  were  relieved  of  both  the  pain  in  the  side  and  the  ner- 
vousness. In  4  the  pain  in  the  side  was  relieved,  but  the 
nervousness  persisted.  In  4  others  both  the  pain  in  the 
side  and  the  nervousness  persisted  and  were  unrelieved.  An 
analysis  of  these  figures  shows  that  in  60  per  cent,  of  the 
cases  the  nervous  symptoms  were  relieved  by  operation. 

I  should  like  to  add  that  the  greatest  caution  should  be 
exercised  in  allowing  patients  to  know  of  the  existence  of 
movable  kidneys  if  there  are  no  local  symptoms,  for  the 
knowledge  of  the  existence  of  the  condition  is  more  than 
likely  to  cause  the  kidney  to  be  the  centre  of  much  thought 
and  the  explanation  of  all  ills,  and  the  relief  by  operation  in 
such  a  case  becomes  a  very  doubtful  matter.  Such  sufferers, 
of  course,  will  usually  go  on  having  symptoms,  will  be  in 
constant  dread  of  the  kidneys  becoming  movable  again,  etc. 
Some  of  the  unusual  cases  which  I  append  show,  however, 
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that  even  in  this  class  of  cases  relief  is  sometimes  obtainable. 
Three  of  these  were  cases  with  persistent  headaches  as  the 
great  complaint,  and  one  had  attacks  of  violent  coughing. 

Mrs.  E.  T.,  aged  thirty-four  years,  Gy.  No.  2705,  May  23, 
1894.  Patient  dates  her  trouble  from  an  attack  of  typhoid 
fever  two  years  ago.  Immediately  after  this  she  had  attacks 
of  pain  in  the  right  side  associated  with  nausea,  vomiting, 
and  a  constant  ache  on  the  top  of  her  head.  Examination 
showed  a  pale,  frail-looking  woman,  weighing  ninety  pounds, 
with  a  very  movable  right  kidney,  pressure  upon  w^hich 
reproduced  the  attack,  and  a  retroflexed  uterus.  I  suspended 
the  right  kidney  and  the  uterus.  She  left  the  hospital  relieved 
of  her  symptoms,  and  twelve  years  later  wTites  that  she  has 
never  had  any  trouble,  and  within  a  year  after  operation  had 
regained  a  weight  of  140  pounds,  never  lost  since.  The 
headache  in  this  case  was  a  constant  dull  ache  in  the  top  of 
her  head. 

Miss  F.  M.,  aged  forty  years,  Gy.  No.  8795,  May  25,  1901. 
She  had  had  for  five  years  dragging  pains  in  the  right  side 
and  headaches  when  on  her  feet.  When  lying  down  had 
neither  headaches  nor  dragging  pains.  In  addition  to  the 
movable  right  kidney  there  was  a  retroflexed  uterus.  I  sus- 
pended both,  and  the  patient  has  remained  well  since. 

The  third  case  gave  exactly  the  same  physical  findings. 
The  patient  had  marked  attacks  of  headache  associated 
with  attacks  of  pain  in  the  kidney.  Both  relieved  by  suspen- 
sion of  the  kidney. 

Miss  E.  K.,  Gy.  No.  10326,  aged  forty-two  years,  March 
13,  1903.  This  patient  was  originally  admitted  to  the  Johns 
Hopkins  Hospital,  October,  1898,  for  movable  right  kidney, 
which  was  suspended.  The  kidney  became  loose  again,  and 
in  April,  1902,  she  had  several  gallstones  removed.  After 
this  operation  she  was  well  until  November,  1902,  when  she 
had  an  attack  of  pain  in  the  right  kidney  region.  Immedi- 
ately following  this  attack  the  patient  had  violent  attacks  of 
coughing,  of  such  severity  as  to  occasion  great  distress,  and 
these  persisted  almost  continuously  up  until  the  time  of  her 
admission  to  the  Hospital.  Physical  examination  showed 
no  disease  whatever  of  the  lungs,  and  the  patient  was  con- 
vinced that  her  cough  was  due  to  the  movable  kidney.  My 
associate.  Dr.  Cullen,  suspended  the  kidney.     At  her  dis- 
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charge,  and  immediately  after  operation,  the  cough  ceased, 
and  since  that  time  she  has  remained  perfectly  well.  She 
was  last  seen  August,  1907,  and  considers  that  cough  was  due 
to  the  kidney  trouble. 

Dr.  Willis  G.  MacDonald. — We  have  this  morning,  as  I 
understand  it,  in  this  discussion,  little  to  do  with  the  causation 
of  these  various  ptoses.  We  are  very  largely  on  the  basis  of 
the  primary  description  of  this  condition,  as  given  by  Glenard, 
of  this  symptom  complex,  and  since  that  time  there  has  really 
been  very  little  added.  In  his  primary  description  he  took 
occasion  to  divide  the  symptomatology  or  the  symptom 
complex  of  this  condition  into  a  group  of  stages,  of  which 
the  ultimate  one  he  describes  as  the  neurasthenic  stage. 
Not  all  patients  who  suffer  from  ptoses  are  neurasthenic. 
A  very  large  proportion  of  them,  in  my  judgment,  do  not 
present  symptoms  different  from  those  which  we  would 
naturally  expect  to  find  from  the  physical  conditions  present. 

With  regard  to  neurasthenia,  I  think  if  we  look  into  the 
opinions  of  our  fellows,  the  neurologists,  we  find  them 
divided  at  this  time  very  distinctly  into  two  schools,  one  of 
which  is  very  fond  of  the  purely  psychic  theory  of  the 
cause,  and  the  other  very  fond  of  the  intoxication  and 
peripheral  irritation  theory.  In  my  judgment  a  large 
number  of  these  cases  of  neurasthenia,  associated  with  the 
ptoses,  have  their  origin  in  an  auto-intoxication  from  the 
intestinal  tubes  and  from  peripheral  irritations  from  movable 
organs.  The  point  whether  we  are  to  operate  upon  patients 
of  the  neurasthenic  type  suffering  from  these  ptoses  is  again, 
to  my  mind,  one  of  the  very  serious  problems  which  con- 
fronts the  surgeon,  and  for  my  own  part,  out  of  some  little 
experience  in  operating  in  this  field  I  am  inchned  to  divide 
patients  suffering  from  neurasthenia  and  ptoses  together 
into  two  classes.  One  is  a  class  of  patients  who  have  travelled 
from  rest  cure  to  rest  cure,  from  one  climate  to  another, 
have  spent  winters  in  California  and  summers  in  Alaska,  who 
have  been  in  general  hospitals,  sanatoria,  and  are  pretty 
thoroughly  battle-scarred  in  their  conflict  with  surgery.  For 
such  individuals  surgery  has  no  potency,  and  they  are  to  be 
avoided  in  my  judgment  as  much  as  the  plague.  There  is  no 
hope  for  any  surgical  intervention  in  such  cases  as  these. 
On  the  other  hand,  there  is  a  considerable  group  of  cases  in 
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which  I  think  the  cHnical  condition  can  be  traced  to  an 
overloaded  cecum  or  sigmoid,  with  constant  filling  of  the 
intestinal  tube.  In  these  cases  there  may  be  a  large,  dilated, 
myasthenic  stomach  lying  upon  the  symphysis  pubis.  In 
these  cases,  in  my  judgment,  operation  will  relieve  a  large 
proportion  of  them,  and  the  operation  is  usually  very 
successful;  yet,  unfortunately,  our  clinical  methods  are  not 
sufficient  always  to  determine  just  which  cases  will  be 
favorably  influenced  by  surgical  intervention,  and  in  making 
our  statements  to  physicians  and  to  the  friends  of  such 
patients,  we  are  bound  to  say,  as  a  matter  of  common  honesty, 
that  there  is  an  element  of  doubt  as  to  the  ultimate  results 
in  these  particular  cases. 

I  have  done  a  considerable  number  of  operations  for  all 
forms  of  ptoses.  I  think,  perhaps,  in  my  own  community 
and  neighborhood  I  operate  relatively  more  frequently  on 
these  cases,  considering  the  amount  of  work  I  do,  than  do 
many  of  my  confreres.  I  know,  too,  that  I  get  a  large 
number  of  these  patients  from  a  particular  group  of  physi- 
cians, and  there  are  some  physicians  who  bring  case  after 
case  to  me,  and  I  take  that  to  be  the  best  evidence  that  these 
patients  have  done  well  after  operation,  because  the  general 
practitioner  is  not  likely  to  bring  back  to  you  a  patient  or 
patients  who  are  everlastingly  pestering  him  after  they  go 
home  from  the  hospital. 

Now,  not  every  case  of  gastroptosis,  in  my  judgment,  is  to 
be  operated  on.  There  is  much  that  can  be  done  by  physical 
exercises,  by  careful  training  under  the  care  of  intelligent 
physicians  and  neurologists.  There  is  something  that  can 
be  done  by  apparatus,  but  I  must  confess  to  you  that 
apparatus  worn  for  floating  kidneys  and  for  gastroptosis  is 
not  the  best  thing,  and  that  all  forms  of  harnesses  are  in- 
tended for  horses  rather  than  for  human  beings.  There  are, 
however,  some  of  these  cases  which,  I  am  sure,  can  be  greatly 
benefited  by  the  fixation  of  the  kidney  and  by  the  fixation 
of  the  stomach.  The  technique  of  operation  in  these  fields 
are  not  always  the  best  or  most  satisfactory.  The  operations 
which  have  been  devised  by  Beyea  and  others  cannot  always 
be  carried  out.  The  anatomical  conditions,  after  the  abdo- 
men is  opened,  may  be  such  that  you  are  compelled  to 
combine  the  operations  of  Beyea  and  Coffey,  and  I  feel  that 
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I  have  several  times  by  so  doing  been  able  to  bring  about 
not  only  a  satisfactory  temporary,  but  permanent,  result. 

Some  of  these  patients  are  not  influenced  by  a  course  of 
careful  medication  or  by  the  use  of  cathartics,  but  they  may 
be  influenced  to  some  extent  by  diet,  and  the  time  comes 
when  practically  you  will  have  a  dynamic  obstruction  of 
the  bowels  in  which  you  are  compelled  to  do  some  operation 
for  the  relief  of  the  patient. 

Dr.  John  K.  Mitchell. — I  have  listened  with  a  great 
deal  of  interest  to  this  discussion.  I  am  afraid  that  a  defini- 
tion of  neurasthenia  is  beyond  me.  I  think  we  may  assert 
that  neurasthenia  is  a  fatigue  neurosis,  and  in  so  saying  it 
covers  the  case  fairly  well,  but  that  is  not  by  any  means  all. 
My  difficulty  is  a  lack  of  knowledge  of  the  causes  of  neuras- 
thenia which  I  share  with  the  rest  of  the  neurologists  and 
several  other  branches  of  the  profession.  The  cause  of 
neurasthenia  may  not  be  the  same  in  any  two  cases.  I  may 
make  up  my  mind  as  to  the  cause  of  the  condition  in  this 
particular  case,  but  in  the  next  case  it  may  be  different. 
It  may  be  that  something  else  is  the  cause.  The  whole 
causation  of  neurasthenia  seems  to  be  bound  up  in  a  kind 
of  vicious  circle,  where  one  positive  symptom  produces 
another  until  one  cannot  disentangle  the  chain.  With  all 
due  respect  to  those  who  believe  in  surgical  intervention 
in  the  necessary  cases,  I  feel  justified  in  saying  that  I  have 
seen  many  cases  in  which  I  thought  the  displacement  of 
organs  was  the  cause  of  the  neurasthenia,  but  I  have  seen 
it  more  frequently  as  a  concomitant  symptom,  as  an  addi- 
tional cause,  perhaps,  or  one  of  the  causes,  and  quite  fre- 
quently I  believe  it  has  no  relation  whatever  to  the  incident 
or  accident  in  the  course  of  the  neurasthenia. 

What  do  you  know  about  the  normal  relations  of  the 
abdominal  organs?  What  do  you  know  about  the  position 
in  which  the  various  organs  in  the  belly  ought  to  be  with 
the  patient  in  the  ordinary  upright  position,  which  we 
maintain  a  large  part  of  the  time?  How  much  mobility 
should  they  have?  The  kidney,  the  liver,  the  intestines, 
apparently  from  the  manner  in  which  they  are  distributed 
in  the  belly  are  not  placed  there  like  articles  on  a  shelf,  to  be 
maintained  in  one  position,  but  are  subject  to  a  vast  amount 
of  give  and  take.    I  see  very  few  neurasthenics  in  whom  the 
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kidney  does  not  have  more  or  less  play;  that  slightly  movable 
kidneys  give  worse  symptoms  that  movable  ones,  and  a 
floating  kidney,  unless  it  results  in  a  twisting  of  the  ureter 
and  stoppage  in  that  way,  giving  pain  in  the  ureter  and  in 
other  portions  of  the  neighborhood,  does  not  produce  as 
many  symptoms  as  the  kidney  that  is  only  slightly  movable, 
one  in  which  you  will  have  difficulty  in  determining  whether 
it  is  movable  or  not. 

As  to  operating  on  neurasthenics,  my  fear  arises,  in  the 
first  place,  from  the  unsatisfactory^  general  results  of  oper- 
ations on  these  patients,  and  it  is  a  question  whether  the 
suggestion  of  an  operation  at  a  previous  examination  of  the 
patient  has  not  often  been  the  cause,  or  one  of  the  great 
causes,  of  trouble  in  the  patient's  mind.  I  have  seen  patients 
with  floating  kidneys  who  have  had  no  trouble  at  all  until 
their  attention  was  called  to  the  fact,  and  then  they  had  a 
number  of  interesting  symptoms  from  their  floating  kidney 
or  from  the  fact  that  they  were  told  about  it.  I  am  not  afraid 
of  surgery,  because  for  many  years  I  assisted  Dr.  Keen  and 
others  in  their  surgical  work,  during  which  time  I  saw  a 
large  number  of  operations  done  on  neurasthenic  patients 
with  some  degree  of  success,  but  I  think  it  is  a  mistake  to 
operate  on  patients  without  having  a  definite  pathologic 
condition  to  remove.  If  you  can  reheve  the  symptoms 
in  those  cases,  such  as  Dr.  Kelly  has  mentioned,  and  have 
a  definite  idea  of  what  you  are  going  to  do  when  you  under- 
take operation,  you  can  accomplish  something.  If  there  is  a 
distressing  symptom  or  symptoms  that  are  adding  to  the 
patient's  trouble  and  you  can  remove  them  successfully,  you 
may  afford  relief,  but  I  do  not  think  you  are  going  to  cure 
the  neurasthenia.  In  ptosis  of  the  stomach  of  considerable 
degree,  in  cases  in  which  there  was  a  large  amount  of  mobility 
or  excessive  depression  of  the  intestine,  I  have  had  better 
and  more  permanent  results  from  exercise  and  from  properly 
fitting  corsets  than  from  any  other  form  of  treatment. 

Dr.  William  J.  Mayo. — I  think  that  we  have  arrived  at 
some  things  today  that  are  worth  while.  The  underlying 
note  that  has  gone  through  the  remarks  of  the  various 
speakers  is  that  these  conditions  are  essentially  fundamental. 
I  think  Dr.  Clark  has  the  right  idea  when  he  says  that  these 
patients  or  people  are  wrong  from  the  beginning.    The  first 
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essayist,  who  presented  diagrams  showing  the  orthopedic 
side  of  this  subject,  must  have  had  some  reason  why  these 
people  are  lop-sided.  He  says  that  lop-sided  people  are  more 
likely  to  have  neurasthenia  and  ptoses  of  these  organs  than 
others,  but  there  is  still  something  behind  that.  It  cannot 
be  wholly  orthopedic,  because  there  must  be  some  reason  for 
the  orthopedic  condition  that  exists. 

Like  all  of  you,  I  have  been  interested  in  the  question  of 
the  relief  of  these  patients  and  what  patients  should  be 
subjected  to  operation.  My  own  feeling  is  that  only  a  small 
number  of  these  patients  should  be  treated  surgically.  For 
instance,  for  some  years  we  have  made  a  careful  physical 
examination  of  all  patients  who  presented  themselves  to  us, 
no  matter  whether  they  had  cancer  of  the  breast,  gallstones, 
or  anytliing  else,  and  to  our  surprise  we  have  found  that 
about  25  per  cent,  of  the  women  had  retroposition  of  the 
uterus;  nor  did  we  find  that  retroposition  of  the  uterus  was 
more  frequent  in  the  latter  decades  of  life.  Young  girls  who 
came  to  us,  in  whom  a  pelvic  examination  was  made  through 
the  rectum,  had  about  the  same  percentage  of  retroposition 
of  the  uterus  as  those  who  had  reached  the  menopause. 
Again,  we  found  that  20  per  cent,  of  the  patients  who  came 
to  us  and  were  examined  carefully  had  movable  kidney,  and 
a  very  large  majority  of  them  did  not  have  any  symptoms 
whatever.  In  the  old  days  we  used  to  examine  patients 
for  what  they  complained  of,  and  if  we  found  they  had 
retroposition  of  the  uterus  or  a  movable  kidney,  we  usually 
came  to  the  conclusion  that  the  kind  of  symptoms  the 
patient  presented  were  due  to  the  particular  thing  we  found. 
But  today  we  cannot  take  that  as  a  criterion,  I  think 
the  neurasthenic  from  a  surgical  standpoint  should  be 
treated  like  the  insane;  that  we  should  take  no  cognizance 
whatever  of  the  complaints  of  neurasthenics,  but  if  they 
have  pathologic  conditions  warranting  operation,  we  should 
operate  upon  them  regardless  of  their  complaint.  We  have 
no  right  to  deny  these  patients  the  rehef  which  comes  from 
surgery.  Here  I  wish  to  say  a  word  or  two  in  regard  to  the 
question  of  movable  kidney,  I  would  take  issue  with  Dr. 
Kelly  that  3  c,c,  difference  in  the  dilatation  of  the  pelvis  of 
the  kidney  should  be  considered  normal.  Dr.  Kelly  and  I 
have  discussed  this  matter  before,  and  he  holds  his  ground 
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while  I  still  believe  my  way.  We  have  gone  over  a  large 
number  of  cases  and  have  found  a  kidney  pelvis  which  does 
not  give  rise  to  symptoms  frequently,  and  I  would  not 
consider  an  operation  in  a  kidney  case  that  was  below  20  or 
30  c.c.  dilatation  of  the  pelvis.  Now,  if  we  are  going  to 
operate  on  these  cases,  let  us  take,  for  instance,  the  prolapsed 
stomach.  I  think  it  must  be  admitted,  from  the  standpoint 
of  mechanics,  that  after  all  we  are  only  carpenters,  and  that 
if  we  are  going  to  fix  an  organ  mechanically  we  must  have 
some  mechanical  idea  as  to  how  to  go  about  it.  Let  us  take 
prolapse  of  the  stomach.  We  have  had  a  large  number 
of  these  cases  examined  and  we  find  in  quite  a  percentage 
of  them  the  stomach  empties  itself  as  rapidly  as  the  normal 
stomach.  Now,  if  a  stomach  that  is  prolapsed  empties 
itself  rapidly,  why  should  we  tie  it  up?  Years  ago  if  a 
patient  came  to  us  complaining  of  some  upper  abdominal 
condition,  and  we  found  some  bands  of  adhesions  and  cut 
them,  we  thought  it  was  a  wholly  adequate  explanation  for 
almost  any  kind  of  symptoms  the  patient  suffered  from. 
But  can  we  do  that  today?  Can  we  get  up  in  the  upper 
abdomen  and  tie  things  clear  across  from  one  side  to  the  other 
with  a  feeling  of  satisfaction  that  we  have  done  some  good? 
I  do  not  think  so  Since  we  have  the  use  of  the  x-rays  and 
bismuth  paste  as  aids  we  can  determine  how  far  the  stomach 
and  other  organs  have  deviated  from  their  supposedly  normal 
positions,  and  can  come  to  a  decision  as  to  whether  or  not 
operation  should  be  undertaken.  My  operative  experience 
has  not  been  large  in  this  class  of  cases,  but  many  patients 
have  come  to  me  seeking  relief,  on  whom  operations  had 
been  performed,  just  as  they  have  come  to  Dr.  Richardson 
and  other  surgeons,  and  I  beheve  the  essential  thing  is  that 
we  should  not  operate  on  these  cases  unless  we  would  operate 
on  them  if  they  were  not  neurasthenics.  A  large  percentage 
of  the  cases  of  prolapse  of  the  stomach  that  have  been 
operated  on  have  shown  retention  of  food.  If  they  show 
retention  of  food  there  is  something  more  than  the  position 
of  the  stomach  which  is  at  the  bottom  of  their  trouble.  If 
such  cases  have  a  movable  kidney,  and  a  hydronephrosis  of  20, 
30,  or  40  c.c.  exists,  then  they  should  be  operated  on.  I  have 
had  a  good  many  gentlemen  say  to  me,  "1  have  had  splendid 
results  from  operating  on  these  cases."    Well,  can  we  take 
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that  statement  as  a  guide?  Do  we  not  know  that  splendid 
results  are  obtained  in  some  of  these  cases  by  the  application 
of  Christian  science  and  osteopathy?  We  know  it  is  true, 
but  we  must  not  use  surgery  for  its  psychological  or  psycho- 
therapeutic effect.  We  must  limit  our  surgical  endeavor 
to  those  cases  in  which  there  are  definite  pathologic  con- 
ditions. We  must  be  exceedingly  cautious,  as  Dr.  Blake 
and  Dr.  Clark  have  pointed  out,  to  seize  upon  the  right 
case  to  operate  on,  and  we  cannot  say,  because  a  patient 
has  been  operated  on  and  has  gotten  better  temporarily 
from  the  operation,  that  necessarily  it  has  cured  her.  Take 
a  woman  who  is  tired  out,  who  has  had  much  work  to  do, 
and  put  her  in  a  hospital  and  give  her  rest,  and  she  will 
feel  great  relief.  We  ought  to  be  able  to  place  these  people 
in  hospitals  for  rest,  and  not  necessarily  for  operation. 

I  think  Dr.  Polk  struck  the  keynote  when  he  said  that 
these  patients  should  pass  through  the  hands  of  the  neurolo- 
gist and  physician  before  they  get  to  the  surgeon  or  gyne- 
cologist. Dr.  Ochsner  made  an  excellent  suggestion  when 
he  said  that  many  of  these  patients  would  be  benefited  by 
passing  through  the  hands  of  some  one  else  before  coming 
to  the  surgeon,  and  I  have  no  doubt  the  Emmanuel  move- 
ment or  Christian  Science  would  do  some  of  them  good,  and 
many  of  us,  I  take  it,  would  not  hesitate  to  refer  some  of 
them  to  a  Christian  Scientist  if  we  could  convince  ourselves 
that  they  are  Christians,  because  it  really  takes  a  Christian 
to  handle  them. 

Dr.  Reynolds  (closing  on  his  part). — It  is  asking  a  good 
deal  to  expect  any  two  men  to  have  the  wisdom  to  sum  up 
a  discussion  in  which  so  much  eminent  talent  has  partici- 
pated, but  I  will  do  my  best  to  sum  up  my  part  of  it. 

The  very  definition  of  neurasthenia  has  evolved  a  large 
neurological  literature  of  its  own.  Neurasthenia  may  be  the 
product  of  psychological  causes  or  of  overwork.  It  may 
exceptionally  be  the  product  of  prolonged  local  suffering. 
We  should,  then,  in  every  case  search  for  the  cause  of  the 
neurasthenia,  employing  every  possible  refinement  of  diag- 
nosis before  we  permit  ourselves  to  resort  to  any  operation. 
When  we  operate  for  a  ptosis  we  should  carefully  search 
the  region  of  the  prolapsed  organ  for  local  causes  of  this 
condition.    If  we  find  them,  we  should  first  remedy  them  by 
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palliative  means  before  proceeding  to  an  operative  attempt 
to  restore  the  position  of  the  organ.  If  we  find  ptosis  asso- 
ciated with  predisposing  causes  of  general  static  origin,  we 
may  often  be  obliged  to  apply  operative  treatment ;  we  must 
always  adopt  mechanical  therapeutics,  usually  before  we 
operate.  The  surgeon  must  learn  that  wherever  ptosis 
is  associated  with  predisposing  static  causes,  he  must  call  into 
association  the  orthopedic  expert;  and,  conversely,  and  no 
less  important,  I  feel  from  what  I  have  seen  in  practice  that 
our  orthopedic  brethern  must  learn  that  in  many  of  their 
apparently  purely  static  cases  they  must  refer  to  the  opinion, 
and  often  seek  the  operative  aid,  of  the  abdominal  surgeon 
if  they  wish  to  effect  a  complete  cure. 

If  neurasthenia  is  of  psychological  origin,  or  the  product 
of  overwork,  its  operative  treatment  can  plainly  do  nothing 
but  add  to  the  exhaustion  which  follows  operation  and  do 
harm  to  the  neurasthenic  state.  If,  however,  neurasthenia 
does  not  supervene  until  after  the  existence  of  prolonged 
local  suffering,  it  may  frequently  be  the  direct  result  of  that 
local  suffering,  and  if  in  that  case  the  local  suffering  is  such 
as  to  be  completely  and  finally  remedied  by  operation,  then  I 
believe  operation  will  improve  the  neurasthenic  state  itself. 

Dr.  Blake  (closing). — In  beginning  my  paper  I  stated 
that  I  was  simply  going  to  put  forward  a  few  questions,  and 
that  I  expected  answers  to  them  from  those  who  would 
take  part  in  the  discussion,  and  I  think  my  object  has 
been  accomplished.  Like  some  of  the  other  speakers,  I 
have  never  operated  for  gastroptosis  alone.  I  do  not  think 
I  have  operated  for  movable  kidney  just  because  it  was 
movable,  and,  in  fact,  I  am  very  glad  to  adopt  the  policy 
of  noli  me  tangere,  as  Dr.  Ochsner  put  it. 


FIBEOMYOMA    OF    THE    UTERUS,    WITH 
SPECIAL    EEFERENCE    TO    ABDOM- 
INAL   HYSTERECTOMY. 

A  REPORT  OF  ONE  HUNDRED  AND  SIXTY  CONSECUTIVE  CASES. 

By  I.  S.  Stone,  M.D., 
Washington,  D.  C. 


These  operations  have  all  been  performed  in  one  hos- 
pital, and  the  series  includes  all  of  my  cases  since  the 
records  of  the  institution  have  been  found  available  for 
reference,  until  January  1,  1910.  The  list  of  cases  in- 
cludes all  patients  having  fibromyomata  requiring  abdom- 
inal section  who  were  admitted  into  hospital,  the  only 
exception  being  a  small  number  who  were  unable  to  bear 
anesthesia  and  who  died  soon  afterward,  before  leaving 
hospital.^ 

In  this  hospital  we  have  the  white  and  black  races  in 
nearly  equal  numbers.  Of  the  cases  reported,  YO  were 
white  and  90  black  or  mulatto.  ISFearly  all  of  the  women 
under  thirty  years  of  age  were  black — 19  out  of  22,  or  85 
per  cent.  The  youngest  white  woman  was  aged  twenty- 
four  years,  while  the  youngest  black,  or  colored  woman, 
was  aged  twenty-one  years : 

'  One  patient  had  an  irregular  heart,  and  was  tentatively  re- 
fused operation.  She  was  afterward  relieved  of  her  tumor  by  a 
colleague. 
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Under  thirty  years,  22  cases ;  between  thirty  and  forty, 
67;  between  forty  and  forty-five,  32;  between  forty-five 
and  fifty,  30 ;  over  fifty,  7 ;  not  known,  2 ;  total,  160  cases. 

The  selection  of  cases  for  operation  includes  all  those 
in  which  a  diagnosis  of  fibromyoma  was  made,  which  were 
treated  by  the  abdominal  route,  but  excludes  adenocarci- 
noma, or  mistaken  diagnoses,  if  such  were  made,  unless 
associated  with  fibromyomata.  All  operations  for  other 
purposes,  such  as  for  pyosalpingitis  with  hysterectomy,  in 
which  small  fibroids  were  found  in  the  uterus,  are  ex- 
cluded, and  the  operations  reported  are  restricted  to  those 
for  abdominal  hysterectomy  for  fibromyomata  as  the  pri- 
mary object.  During  the  time  mentioned,  13  abdominal 
myomectomies  were  performed  on  women  liable  to  bear 
children,  and  are  only  mentioned  to  show  how  seldom  we 
thought  the  symptoms  would  be  relieved  by  the  minor 
operation.  In  every  case  the  myomectomy  was  decided 
upon  as  a  conservative  measure  after  the  abdomen  had 
been  opened,  the  intention  having  been  to  perform  a  hys- 
terectomy. 

In  order  to  show  the  difference  in  the  age  of  patients 
in  other  countries,  we  mention  the  statistics  of  Sutton, 
Scharlieb,  and  Giles. 

The  age  in  J.  Bland  Sutton's  cases  (see  report  of  101 
S.  V.  H.,  bound  volume,  8vo.,  "Essays  on  Position  of  Hys- 
terectomy in  London,  1909"),  was  as  follows: 

Under  thirty  years,  5  cases;  under  forty  years,  33; 
under  fifty,  47 ;  over  fifty,  16 ;  total,  101  cases. 

Giles  had  a  similar  experience  to  that  of  Sutton.  He 
reports :  ^ 

Under  twenty-five  years,  1  case;  between  twenty-five 
and  twenty-nine,  3 ;  between  thirty  and  thirty-four,  21 ; 
between  thirty-five  and  thirty-nine,  20;  total,  45  cases. 

'  Lancet,  London,  vol.  i,  March  2,  1907,  p.  574. 
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Giles  had  4  cases  under  thirty  years  of  age,  while  we 
had  22  cases  under  thirty  years  of  age. 

Giles  had  22  cases  over  forty  years  of  age  (or  14.6  per 
cent.). 

Sutton  had  63  cases  over  forty  years  of  age  (or  63  per 
cent). 

Scharlieb  had  66  cases  over  forty  years  of  age  (or  66 
per  cent.). 

We  had  59  cases  over  forty  years  of  age  (or  36.8  per 
cent. ) . 

Technic.  The  technic  of  operation  is  a  matter  of  less 
importance  now  than  during  the-  evolution  of  the  present 
excellent  methods.  We  long  since  adopted  the  idea  that 
hysterectomy  was  a  satisfactory  and  successful  operation 
only  when  perfect  asepsis  was  secured  about  the  stump. 
Nearly  all  of  our  morbidity  has  been  due  to  cervical  in- 
fection, including  necrosis  of  the  stump,  or  some  portion 
of  it,  possibly  due  to  many  tight  sutures.  Since  the  adop- 
tion of  a  technic  excluding  or  minimizing  these  condi- 
tions, we  find  hysterectomy  nearly  as  free  from  morbidity 
as  ovariotomy,  so  far  as  the  removal  of  the  uterus  itself 
is  concerned.  We  used  silk  in  nearly  all  of  our  work  until 
1898,  when  we  had  a  case  of  infection  which  finally  recov- 
ered after  all  the  sutures  had  been  removed.  Then  we 
used  the  Tuffier  angiotribe  for  a  few  years  until  we  found 
catgut  equal  to  every  demand  upon  it,  since  which  time 
we  have  had  but  little  serious  suture  trouble. 

Method  of  Opekation.  The  Trendelenburg  (high 
pelvis)  position  is  always  used.  The  tumor  with  the 
uterus  is  drawn  up  and  the  ovarian  arteries  (infundibulo 
ovarian  ligaments)  are  double  clamped.  Single  clamps 
are  placed  upon  the  round  ligaments,  or,  if  the  tumor  is 
small,  this  ligament  may  be  clamped  with  those  first  used. 
The  bladder  is  now  separated  from  the  tumor  and  uterus, 
and  the  uterine  arteries  double  clamped  (if  convenient). 
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This,  of  course,  enables  one  to  draw  the  tumor  out  through 
the  incision  and  to  amputate  the  uterus  at  the  internal  os 
without  loss  of  blood  from  either  tumor  or  patient.  But 
we  may  be  compelled  to  proceed  in  an  altogether  different 
manner  when  malignant,  tubercular,  or  inflammatory 
changes  about  the  tumor  demand  it.  We,  however,  do  not 
advise  or  practice  any  method  of  hysterectomy  which  neces- 
sitates much  traumatism  without  definite  knowledge  of  the 
location  and  direction  of  the  arteries.  The  fatalities  fol- 
lowing myomectomy  and  bisection  of  the  uterus  justify 
the  above  statement,  for  the  mortality  is  after  all  higher 
than  in  hysterectomy. 

Our  practice  is  to  sterilize  the  upper  vagina  and  uterine 
canal  with  iodine  before  beginning  the  operation,  as  we 
occasionally  complete  the  operation  as  a  total  hysterec- 
tomy. It  is  a  rule  to  apply  tincture  of  iodine  to  the  stump 
before  placing  the  peritoneal  flap,  instead  of  the  stronger 
carbolic  acid  or  the  cautery.  In  total  hysterectomy  we 
avoid  the  use  of  gauze  packing,  but  generally  place  a  large 
rubber  tube  and  drain  through  the  vagina.  This  is  not 
always  necessary,  for  several  of  our  patients  have  gotten 
along  perfectly  well  without  either  gauze  or  rubber  tube 
drainage.  Perfect  results  depend  upon  the  rigidly  careful 
technic,  including  the  preparation  of  the  parts  for  opera- 
tion. 

The  Peotection  of  the  Ueetee.  By  reference  to  the 
literature  of  this  subject  one  finds  how  easily  it  is  to 
injure  or  tie  the  ureter  in  hysterectomy.  We  see  a  report 
by  Sampson  from  the  Johns  Hopkins  Hospital  that  the 
ureters  were  injured  or  tied  nineteen  time*  from  1889  to 
1904. 

Sutton  has  had  one  such  accident.  (J.  B.  Sutton,  Re- 
port of  101  Cases  of  Hysterectomy).  The  patient's  life 
was  saved,  but  she  lost  her  kidney. 

Blau  reports  fifteen  injuries  to  the  ureter  in  Crobak's 
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clinic  in  Vienna,  January,  1900,  to  January,  1902.  In 
total  hysterectomy  seven  times,  and  in  ovariotomy  three 
times.     (Blau,  Bereit  Geb.  u.  Gyn.,  Leipzig,  1902,  p.  53.) 

In  one  foreign  clinic  there  were  twenty-four  injuries  to 
ureters,  resulting  in  fistula,  in  400  total  hysterectomies. 
Of  these,  all  recovered  spontaneously  save  two.  (Rogers, 
Ann.  Surg.,  Philadelphia,  1909,  xxxxix,  pp.  560-561.) 

We  have  not  met  with  an  accident  involving  injury 
to  the  ureters  in  hysterectomy.  If  such  an  accident  occur- 
red our  patients  have  not  signified  in  any  manner  the 
distress  which  is  said  to  accompany  the  occlusion.  It  is 
generally  possible  to  locate  and  avoid  the  ureters,  and  we 
should  not  care  to  have  them  catheterized  even  were  it 
possible  without  distress  to  the  patient,  and  did  not  in- 
volve loss  of  time.  Our  plan  is  to  expose  the  ureters  when- 
ever there  is  the  least  doubt  of  their  location,  and  this  we 
find  one  of  the  most  satisfactory  points  of  the  technic  of 
total  hysterectomy. 

Complications  Rendeeing  Operation  Difficult. 
Beyond  doubt  we  consider  the  infectious  diseases  of  the 
ovaries  and  Fallopian  tubes  the  most  productive  of  em- 
barrassing complications.  Such  infection  not  only  involves 
the  annexa  and  the  exterior  of  the  tumor,  but  the  intestines 
also.  Thus  we  may  be  compelled  to  perform  intestinal 
anastomosis  or  excision,  which  always  adds  greatly  to  the 
dangers  of  operation.  One  of  our  cases  died  of  tubercular 
disease  of  the  uterine  annexa  with  mesenteric  and  in- 
testinal complications. 

Strangely  enough,  Cullingworth,  in  his  100  cases  (re- 
ported in  1902,  Jour.  Obst.  and  Gyn.,  British  Empire, 
1902,  i,  p.  3),  says  salpingitis  was  not  once  met  with  (p. 
26).  Yet  we  note  his  reference  to  "serious  peritonitic 
adhesions."  Scharlieb,  in  her  last  100  operations  for 
fibromyomata,   in   1908,   found  only  three  cases   of  sal- 
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pingitis.  'Next  to  the  diseases  of  the  annexa  we  have  found 
degenerative  changes  in  the  tumor  itself  the  most  serious 
difficulty,  but  in  not  over  10  per  cent,  of  the  cases. 

Complications  Involving  Othek  Okgans.  The  larger 
number  of  women,  aged  forty-five  years  or  over,  having 
had  menorrhagia  and  anemia  due  to  fibromyomata  will 
have  accompanying  kidney  and  heart  or  circulatory 
changes,  but  not  necessarily  caused  by  the  presence  of  the 
tumor.  It  is  the  rule,  not  the  exception,  to  find  casts  with 
or  without  albumin  in  the  urine  of  such  patients,  if  at  or 
above  the  middle  period  of  life.  An  anemic  bruit  with 
the  first  sound  of  the  heart  is,  of  course,  expected,  and 
especially  when  the  hemoglobin  is  anywhere  below  50  per 
cent.  So  far  as  the  conditions  of  the  heart  and  kidneys, 
above  mentioned,  are  concerned,  we  are  generally  guided 
by  the  visible  effect  of  such  findings  upon  the  patient's 
health.  An  irregular  heart  generally  becomes  regular 
under  anesthesia.  An  anemic  murmur  of  the  heart,  or  a 
few  casts  in  the  urine,  do  not  contraindicate  operation. 
We  have  no  fear  of  the  average  heart  murmur  if  the  heart 
does  good  work.  But  we  have  some  anxiety  regarding 
those  obscure  diseases  of  the  heart  muscle  which  as  yet 
are  not  easily  recognized,  although  no  accident  has  occur- 
red which  would  alter  the  results  obtained  in  this  series. 

Other  Complications.  It  is  our  practice  to  examine 
the  gall-bladder  for  stones,  and  while  we  see  no  relation 
whatever  between  fibromyomata  and  gallstones,  yet  stones 
are  occasionally  present  and  cholelithotomy  is  necessary 
or  desirable.  This  double  operation  we  have  noted  in  five 
cases,  but  have  not  always  examined  for  stones.  In  1 
case  the  stone  was  allowed  to  remain  on  account  of  the 
serious  condition  of  the  patient.  The  patient  declared 
that  she  had  never  had  pain  or  other  symptoms  due  to  the 
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stone,  and  declined  to  have  it  removed,  as  it  involved 
another  operation/ 

The  blood  changes,  such  as  in  anemia  and  chlorosis,  are 
always  to  be  recognized  and  preliminary  treatment  insti- 
tuted, v^hich  often  materially  adds  to  the  security  of 
operation.^ 

The  Relation  of  Malignant  Disease  to  Fibeomy- 
OMATA.  If  we  were  guided  by  our  ovsru  experiences,  we 
should  declare  that  the  association  of  malignancy  and  fibro- 
myoma  merely  an  accidental  matter.  Only  twice  have  we 
seen  cancer  of  the  neck  with  fibromyomata  elsewhere  in  the 
uterus.  We  also  have  seen  five  cases  of  adenocarcinoma  in 
association  with  these  tumors.  But  we  have  little  confi- 
dence in  the  theory  advanced  by  some  writers  that  women 
with  fibromyomata  are  very  much  more  liable  to  have 
cancer  or  sarcoma. 

Our  observations  lead  us  to  think  5  per  cent,  of  all 
tumors  diagnosed  as  fibromyomata  before  operation  would 
prove  to  be  of  malignant  character.  This  is  altogether 
different  from  the  standard  set  by  many  observers,  notably 
by  Olshausen.  We  are,  however,  compelled  to  recognize 
the  importance  of  the  subject  and  to  carefully  weigh  the 
evidence  of  those  having  collected  a  large  number  of  cases. 
J.  Bland  Sutton  has  had  2  cases  of  cancer  of  cervix  after 
hysterectomy  ("Essays  on  Hysterectomy  in  London"), 
and  says  Quenu  has  seen  a  cancer  recurrence  in  the  vagina 

'  Maclaren  (Trans.  Amer.  Surg.  Assoc,  1909)  finds  the  mor- 
tality of  this  double  operation  a  contraindication  and  has  advised 
against  it. 

'  The  practice  at  the  Columbia  Hospital  is  to  give  normal  saline 
solution  freely  by  rectal  infusion,  and  iron  and  strychnine  by  the 
mouth.  Such  treatment  is  very  effective,  and  produces  an  in- 
creased hemoglobin  percentage. 
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after  total  hysterectomy  for  fibromyomata.^  Piquard  (in 
1905)  says  that  of  each  1000  women  with  fibroids  fifteen 
will  have  cancer  of  the  body  of  the  uterus,  and  of  women 
over  fifty  years  of  age,  10  per  cent,  will  have  this  form 
of  cancer. 

McDonald  {Jour.  Amer.  Med.  Assoc,  Chicago,  1909, 
952-955),  in  his  very  full  report  of  the  relation  of  malig- 
nant disease  to  fibromyoma,  says :  "In  fibromyomata  there 
were  35  cases  of  malignant  disease,  or  5  per  cent.,  26  of 
which  were  carcinoma  and  Y  sarcoma. 

Olshausen  (quoted  by  Hirst)  says  5  per  cent,  of  all 
fibroids  show  malignant  changes. 

Fehling  had  8  cases,  Hofmeier  had  11  cases,  and  Winter 
had  27  cases,  making  a  total  of  46  in  1734  cases  (or  2.7 
per  cent).     {Zeits.  f.  Get.  u.  Gyn.,  1909).^ 

Jacobs  (Brussels)  has  seen  (prior  to  1899)  2  cases  of 
postoperative  cancer  of  the  neck  of  the  uterus.  {Bull. 
Soc.  Beige  Gyn.  and  Ohst.,  1899,  p.  191.) 

Scharlieb  in  her  second  100  cases  saw  2  associations  of 
cancer  and  fibromyomata.  {Proc.  Roy.  Soc.  Med.,  Lon- 
don, November  14,  1908). 

Our  colleague.  Dr.  Mann,  of  this  Society,  was  the  first 
to  report  such  a  case  in  1893.  His  patient  developed 
cancer  in  the  stump  after  hysterectomy,  which  proved  fatal 
in  six  months. 

Winter  has  seen  10  squamous  cancer  cases  among  753 
fibromyomas,  and  says  sixteen  observers  have  reported  one 
or  more  such  cases.  {Zeits.  f.  Geh.  u.  Gyn.,  Stuttgart, 
1906,  57,  Ivii,  Bd.  p.  8.) 

^  Since  the  completion  of  the  above  report,  one  of  my  patients 
has  had  cancer  develop  in  the  vagina  and  bladder  three  years 
after  total  supravaginal  hysterectomy. 

'These  figures  represent  the  most  careful  microscopic  examina- 
tion, which  could  only  be  done  by  cutting  many  sections  and  sub- 
jecting the  entire  tumor  to  careful  scrutiny. 


/.  S.  STONE  399 

Freund  found  one  cancer  of  the  neck  in  each  Y2  cases, 
which  may  be  considered  an  average  number. 

Haultain,  in  120  abdominal  hysterectomies  for  fibro- 
myomas,  saw  5  adenocarcinomas. 

Hofmeier  observed  9  adenocarcinomas  and  8  cervical 
(squamous)  cancers  in  445  cases  of  fibromyomata. 

Fehling  saw  1  adenocarcinoma  in  409  cases. 

Winter  saw  16  adenocarcinomas  in  753  cases. 

It  is  also  possible  that  the  fibromyoma  itself  may  be 
invaded.  Macnaughton  Jones  reports  1  such  case  (Brit. 
Med.  Jour.,  1910,  No.  2558),  and  Munro  Kerr  another 
(Trans.  Ohstet.  Soc,  London,  1905,  vol.  xlv,  p.  291. 
Published  in  1906).' 

Saecoma  and  Fibromyoma.  The  question  of  associa- 
tion of  sarcomata  and  fibromyomata  has  been  discussed 
everywhere,  and  we  find  the  same  diversity  of  opinion 
regarding  it  now  as  in  former  years.  Bland  Sutton  says 
that  cases  of  so-called  sarcomatous  degeneration  of  fibro- 
myomas  are  doubtless  sarcomas  from  the  beginning.  (See 
reference. ) 

Winter  found  3.2  per  cent,  in  500  fibromyomas,  taking 
the  utmost  care  and  making  many  sections.  But  he  says 
the  removal  of  fibromyomas  is  not  based  on  fear  of  sar- 
comatous degeneration.  {Zeits.  f.  Geh.  u.  Gyn.,  1906, 
Bd.  Ivii,  p.  8.) 

Kronig  (Monatssch.  f.  Geh.  u.  Gynak.,  Berlin,  1901, 
14,  p.  354)  says  in  one  week  two  myomas  were  extirpated, 
both  of  which  showed  by  microscopic  examination  of  their 
interior  the  beginning  of  sarcomatous  degeneration.  This 
caused  him  to  make  frequent  use  of  total  extirpation  of 
the  myomatous  uterus. 

Three  of  our  cases  had  unsuspected  sarcomatous  degen- 
eration of  fibromyomata,  or  at  least  had  the  association. 

'  Other  cases  are  noted  in  the  literature. 
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They  are  now  briefly  described.  The  first  is  Case  ^o.  1 
of  this  series.  A  large  mass  was  found  protruding  from, 
the  uterus  into  the  vagina.  As  we  proceeded  with  the 
operation  its  character  indicated  degenerative  changes  of 
a  malignant  character,  which  caused  us  to  remove  the 
uterus  and  annexa,  doing  an  abdominal  panhysterectomy. 
The  microscopic  examination  proved  conclusively  the 
malignant  (sarcomatous)  nature  of  the  growth.  This  was 
as  perfectly  developed  sarcomatous  degeneration  of  a 
fibroid  as  one  meets  in  practice,  yet  we  have  no  proof  that 
it  was  not  a  sarcoma  at  the  beginning,  as  Bland  Sutton 
claims. 

A  second  case  was  not  discovered  until  its  real  nature 
was  revealed  by  microscopic  examination.  As  supra- 
vaginal hysterectomy  was  done  with  the  idea  that  we  had 
only  to  deal  with  a  soft  fibroid,  we  were  obliged  to  per- 
form a  second  operation  for  the  removal  of  the  cervix. 
The  result  was  a  cure  without  recurrence. 

A  third  case,  IsTo.  135  of  this  series,  occurred  in  an 
old  patient,  aged  seventy-five  years,  who  had  a  large  fibroid 
undergoing  "calcareous  degeneration."  The  tumor  was 
removed,  but  the  adjoining  bowel  and  its  mesentery  proved 
to  be  involved  in  a  malignant  growth  necessitating  an  anas- 
tomosis. The  patient  succumbed  to  traumatism  and  shock 
in  less  than  five  days. 

Special  report  of  pathologist  (Dr.  J.  S.  ITeate,  for 
Major  Eussell,  U.  S.  A.)  of  Columbia  Hospital,  April  15, 
1910.     (Personal  communication.) 

Tumors  examined  for  the  hospital   374 

Uterine  fibromyomas  242 

Sarcomas    7 

Carcinomata     125 

Associated  carcinoma  and  fibroma 4 

Of  the  so-called  sarcomatous  degeneration  of  fibroids 

(2  doubtful,  1  satisfactory)    3 
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Adenomatous  development  in  fibroids   2 

Hemorrhagic  degeneration  of  fibroids   5 

Angioma  in  centre  of  fibroids 1 

Purulent  invasion  of  inflammatory  fibroids    9 

No  record  of  cancer  of  cervical  stump,  but  two  cases 

recalled    2 


DisAPPEABANCE  OF  FiBEOMYOMATA.  We  have  not  been 
so  fortunate  as  to  observe  a  disappearance  of  a  fibromyoma. 
One  or  more  of  our  most  capable  and  experienced  Fellows 
declare  that  they  have  positive  knowledge  that  disappear- 
ance does  occasionally  occur.  We  believe  that  a  disappear- 
ance may  occur  in  one  of  the  following  ways: 

1.  A  pedunculated  fibroid  may  become  separated  from 
the  uterus  by  axial  rotation  and  finally  become  attached 
elsewhere  ("migrant"  fibromyoma). 

2.  Microbic  infection,  red  degeneration  or  necrobiosis, 
may  occur  with  or  without  purulent  discharge.  The  sub- 
mucous variety  would  be  most  readily  infected,  and 
doubtless  these  furnish  many  of  the  "disappearing"  cases. 

FiBEOMYOMATA  AND  Peegnancy.  Wc,  like  most  gyne- 
cologists, believe  that  the  presence  of  fibromyomata  in  a 
uterus  generally  prevents  successful  impregnation  and 
favors  the  expulsion  of  the  result  of  conception.  How- 
ever, many  of  these  women  do  conceive,  and  we  fail  to 
see  why  a  uterus  with  a  subperitoneal  fibromyoma  should 
not  be  as  capable  of  impregnation  as  any  other. 

Our  list  shows  that  three  patients  were  pregnant  at  the 
time  of  operation. 

The  first  was  absolutely  unsuspected,  although  the 
patient,  a  colored  woman,  was  examined  by  the  hospital 
staff  prior  to  the  day  of  operation.  A  rapidly  growing 
tumor  appeared  to  necessitate  operation,  and  a  three 
months'  fetus  found  after  the  immense  tumor  was  removed 
and  divided  for  inspection.  We  had  no  knowledge  of  red 
degeneration  at  that  time  and  did  not  look  for  it. 

Gyn  Soe  26 
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A  second  case,  July  6,  1907  (ISTo.  117),  was  six  months 
pregnant,  and  we  could  not  discover  a  fetal  heart  at  the 
time  of  operation,  hence  a  "Porro  operation"  was  done. 
The  patient  made  a  perfect  recovery.  The  tumor  and 
uterus  without  the  dead  child  or  secundines  weighed  three 
and  a  half  pounds. 

The  third  case  (No.  142),  March  26,  1908,  had  for- 
merly had  a  myomectomy  for  subperitoneal  fibroids.  She 
was  married  two  years  after  the  first  operation,  and  came 
to  second  operation  about  three  years  later.  Pain,  and 
rapid  growth  of  the  tumor  necessitated  hysterectomy.  A 
two  month's  fetus  was  found  amid  innumerable  small 
fibroids,  which  made  expansion  of  the  uterus  impossible. 
(Mann,  Amer.  Jour.  Ohst.,  !N"ew  York,  1907,  for  excellent 
resume  of  the  subject.) 

The  Red  Degenebation  of  Faikbairn.^  We  have 
seen  examples  of  red  degeneration  in  unimpregnated 
fibroid  uteri,  and  have  once  seen  a  striking  case  in  asso- 
ciation with  pregnancy,  in  the  clinic  of  another  gyne- 
cologist, which  we  believe  answers  every  indication  of  this 
interesting  complication.  The  patient  was  pregnant  and 
either  did  not  know  the  fact  or  deceived  her  physician, 
who  advised  hysterectomy  for  a  painful  and  rapidly  grow- 
ing fibromyoma.  When  the  tumor  was  removed  it  con- 
tained a  four  month's  fetus  and  at  least  one  fibroid  of  con- 
siderable size,  which  was  soft  and  necrotic,  red  in  color, 
and  with  several  ounces  of  semiliquid  contents.  The 
degeneration  of  the  fibroid  had  caused  the  pain,  and 
although  the  pregnancy  was  not  suspected,  it  was  doubtless 
the  cause  of  the  changes  in  the  fibroid.  The  fibroid  was 
an  interstitial  growth,  but  projected  strongly  from  the 

^  J.  Bland  Sutton,  Brit.  Med.  Jour.,  London,  1908,  vol.  i,  p.  1471. 
Red  Deg.  Fibromyoma.  Also  Essays  on  Hysterectomy  for 
Fibroids  in  London,  8°,  1909. 
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musculature  of  the  uterus,  but  was  not  beginning  pedun- 
culation. 

FiBKOMYOMATA    AND    StEKILITY,    AbORTION,    AND    MlS- 

CAERiAGE.  The  question  whether  more  women  with 
fibroids  are  sterile  than  without  them  is  quite  as  difficult 
to  study  as  whether  fibromyomata  produce  abortion.  Like- 
wise difficult  is  the  question  of  the  influence  of  celibacy, 
or  the  married  state,  or  the  effect  of  pregnancy  upon  the 
growth  of  these  tumors. 

A  discussion  of  these  subjects  is  quite  without  the  limit 
of  our  report,  and  an  assertion  of  our  opinion  would  be 
irrelevant,  but  we  nevertheless  believe  that  it  must  indeed 
be  a  rare  combination  of  circumstances  which  would  justify 
or  approve  of  the  impregnation  of  any  uterus  in  which  is 
situated  a  fibromyoma.  Pregnancy  having  occurred,  it 
is  the  duty  of  the  physician  to  decide  upon  the  proper 
course,  and  he  will  be  guided  by  the  age  and  condition  of 
the  patient,  the  period  of  gestation,  and  the  location  and 
size  of  the  tumor,  if  it  be  wise  to  permit  pregnancy  to 
continue. 

ISTervous  and  mental  complications  have  been  seen  occa- 
sionally, and  our  list  contains  the  names  of  two  patients 
who  had  previously  had  melancholia,  and  subsequent  to 
operation  developed  delusions.  Both  of  these  patients 
fully  recovered  as  soon  as  their  general  health  was  re- 
stored.^ 

Mortality  Without  Operation.  Dr.  Charles  P. 
ISToble  says  (Trans.  Amer.  Gyn.  Soc,  1887)  30  to  38  per 
cent,  of  women  with  fibroids  would  have  died  as  a  result 
of  their  disease  without  operation.  This  he  contrasts  with 
a  mortality  of  6  or  possibly  4  per  cent.    Without  entering 

'  The  experience  gained  in  treating  these  mental  subjects  who 
have  fibromyomata  will  be  taken  up  in  a  future  paper,  and  will 
include  the  results  of  operations  upon  certain  insane  patients  at 
St.  Elizabeth  Hospital,  Washington,  D.  C. 
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into  a  lengthy  discussion  of  this  part  of  the  subject,  we 
find  that  most  observers  do  not  agree  that  such  fatality 
awaits  the  possessor  of  a  fibromyoma.  Keith  thought  10 
per  cent,  about  right,  and  McDonald  {Jour.  Obst.  and 
Gyn.,  British  Empire,  see  reference)  found  that  autopsies 
show  8  per  cent,  of  fibromyomata  had  been  an  indirect 
cause  of  death.  Eoger  Williams  gives  1  in  2000  rate  of 
mortality  in  unoperated  uterine  fibroids,  which  appears  to 
be  nearer  the  correct  view. 

Medical  Treatment.  This  subject  may  well  be  dis- 
missed by  one  who  can  find  neither  excuse  nor  justifica- 
tion for  it,  especially  when  he  addresses  an  audience  of 
eminent  surgeons  and  gynecologists. 

Medical,  including  electrical,  treatment  has  probably 
not  proved  more  beneficial  than  it  has  hurtful,  especially 
so  when  we  include  the  results  of  infection  and  necrosis 
due  to  the  punctures  made  by  those  using  the  electric 
method,  and  the  consequent  delay  of  operation.  Fibro- 
myomas  are  benign  in  character  so  far  as  recurrence, 
metastases,  etc.,  are  concerned.  But  they  are  not  innocent 
when  any  form  of  degeneration  occurs,  and  any  treat- 
ment, medical  or  otherwise,  involving  great  delay  in  opera- 
tion is  or  should  be  held  responsible  for  all  of  the  com- 
plications known  to  occur  in  the  life  history  of  these 
tumors.  This  is  of  especial  import  when  the  menopause 
is  approaching,  and  when  advancing  age  is  known  to  add 
materially  to  the  complications  which  greatly  increase 
the  danger  to  life  and  raise  the  mortality  of  operation 
from  less  than  4  to  perhaps  20  or  25  per  cent. 

Treatment  Preliminary  to  Operation.  Prelim- 
inary medical  treatment  should  always  be  conducted 
in  the  hospital.  Extreme  anemia  is  often  materially  re- 
lieved by  the  use  of  rectal  infusion  of  normal  salt  solution. 

The  examination  of  the  urine  and  blood,  the  checking 
of  hemorrhage,  and  all  that  goes  with  the  careful  study  of 
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these  patients  is  better  done  in  the  hospital  than  at  home. 
In  this  way  the  mind  of  the  patient  is  prepared  for  the 
ordeal  of  operation  and  her  co-operation  secured.  There 
is  nothing  simpler  than  an  easy  supravaginal  hysterectomy 
in  a  fairly  healthy  subject,  and  there  are  few  operations 
in  surgery  more  difficult  or  more  to  be  dreaded  if  the 
patient  is  in  bad  condition. 

CoNSEKVATiVE  OPERATIVE  Tkeatment.  All  Opera- 
tions, such  as  oophorectomy  or  salpingo-oophorectomy  and 
ligature  of  the  uterine  arteries  have  been  tried  by  many 
of  the  members  of  this  Society.  We  have  had  several  years 
experience  with  these  methods,  and  while  we  frequently 
obtained  benefit,  or  even  cure  of  the  symptoms  by  these 
operations,  still  we  have  long  since  concluded  that  such 
work  was  a  confession  of  failure.  It  meant  that  we 
operated  without  definite  results,  and  we  could  not  promise 
our  patients  a  cure  in  almost  every  case.  It  also  was 
proof  that  there  was  fear  of  our  mortality  list;  that  we 
had  not  found  a  safe  method  of  hysterectomy. 

Operative  Treatment.  Since  the  days  when  Bantock 
taught  us  the  use  of  the  Koerble  serrenceud,  and  the 
extra-abdominal  method  of  treating  the  stump  (a  method 
which  first  gave  surgeons  good  reason  to  believe  hyster- 
ectomy a  justifiable  operation)  the  constant  aim  of  nearly 
everyone  was  to  drop  the  pedicle  and  close  the  abdomen 
without  drainage.  Thus,  Martin,  Zweifel,  Freund,  Goffe, 
Baer,  Kelly,  Byford,  and  others  have  added  modifications 
to  Schroeder's  suggestion,  and  now  we  believe  there  is 
almost  universal  adoption  of  the  supravaginal  or  subtotal 
method  for  the  vast  majority  of  cases. 

Many  operators  make  use  of  the  "total"  hysterectomy 
operation  with  excellent  results,  as  will  appear  later, 
and  they  use  the  method  when  in  doubt  about  the  pro- 
priety of  leaving  the  stump,  as  when  some  form  of  degen- 
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eration  is  present,  or  as  some  claim  (Rechelot,  the  French 
school)  to  secure  less  danger  of  infection. 

Furthermore,  there  are  some  good  reasons  whj  the 
immediate  results  of  operation  may  not  be  as  happy  as 
when  nearly  all,  or,  indeed,  all,  of  the  cervix  has  been 
excised.  One  has  only  to  glance  over  the  claims  made  for 
total  hysterectomy  by  its  advocates  to  see  a  number  of 
strong  arguments  in  its  favor.  The  author  has  never  had, 
nor  would  desire  having,  better  recoveries  from  operation 
than  from  total  hysterectomy. 

It  may  be  taken  for  granted  that  most  women  will  be 
in  better  or  more  nearly  normal  condition  with  the  least 
sacrifice  of  their  pelvic  organs.  Hence  the  tendency  of 
many  surgeons  is  to  leave  as  much  of  the  endometrium  as 
possible,  making  a  high  amputation,  and  also  leaving  one 
or  both  ovaries.^ 

Operative  Treatment^  Including  Oophoeectomy. 
Doran's  investigations  regarding  the  after-treatment  and 
history  of  women  who  have  had  hysterectomy  with 
the  loss  of  one  or  both  ovaries,  show  clearly  how 
necessary  these  organs  are  to  the  welfare  of  child- 
bearing  women.  Indeed,  we  are  confident  that  a  vast 
majority  of  gynecologists  favor  the  retention  of  one 
or  both  ovaries  whenever  possible.  The  actual  tem- 
porary results  are  invariably  better,  although  it  may  be 
necessary  for  us  occasionally  to  operate  a  second  time, 
some  months  or  years  later,  for  the  entire  removal  of  the 
annexa.  Beyond  doubt  changes  do  occur  in  the  structure 
of  ovaries  which  are  allowed  to  remain  after  hysterectomy. 
Our  experience  would  suggest  that  cystic  degeneration  is 
the  form  of  change  most  frequently  seen.     In  certain  in- 

'  See  A.  G.  Doran,  Subtotal  Hysterectomy  for  Fibroids.  The 
after-history  of  sixty  cases.  Remarks  upon  the  Abel  Zweifel 
Theory.  Lancet,  London.  1905,  vol.  i,  p.  1310.  (Abel,  Arch.  f. 
Gynak.,  vol.  Ivii.  p.  290.) 
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stances  we  have  found  an  apparent  swelling  or  temporary 
enlargement  of  the  retained  ovary,  which  later  on  may 
become  atrophied.  Finally,  there  is  but  little  evidence 
that  hysterectomy  or  ovariotomy  produces  either  neurotic 
conditions  or  neuritis,  or  any  of  the  serious  constitutional 
diseases  resulting  from  defective  metabolism,  such  as  thy- 
roidism,  etc. 

The  Mortality  of  Hysteeectomy.  The  mortality 
from  hysterectomy  has  been  greatly  diminished  and  the 
morbidity  wonderfully  lessened  since  the  present  method 
has  been  in  vogue.  We  do  not,  however,  forget  that  the 
work  of  Bantock  and  Keith  will  always  stand  out  promi- 
nently as  the  world's  record  for  difficult  and  dangerous 
work.  Given  the  same  kind  of  complications  as  they  en- 
countered in  the  neglected  cases  given  them  for  operation, 
and  we  doubt  if  the  surgery  of  to-day  is  more  wonderfully 
successful.  As  every  one  knows,  the  tendency  of  physician 
and  surgeon  alike  is  to  favor  early  operation,  and  that 
this  accounts  for  a  lower  death  rate  is  beyond  question. 
Bland  Sutton  tells  us  of  the  diminished  mortality  from 
abdominal  hysterectomy  in  London  hospitals.  (See  Ref., 
Jour.  Obst.  and  Gyn.,  British  Empire,  London,  1908,  xiii, 
p.  328.) 

In  1896,  in  all  London  hospitals,  there  were  11  deaths 
in  49  hysterectomies  (or  22,4  per  cent.). 

In  1906,  in  all  London  hospitals,  there  were  11  deaths 
in  348  hysterectomies  (or  3.13  per  cent.). 

The  results  of  hysterectomy  in  the  Johns  Hopkins  Hos- 
pital also  show  a  greatly  diminished  mortality.  In  a  long 
list  of  969  cases,  including  several  years  of  work,  the  mor- 
tality is  reported  as  5.98  per  cent.,  while  in  a  later  period, 
two  and  a  half  years  prior  to  January  1,  1909,  the  mor- 
tality in  192  cases  was  2  (or  1.04  per  cent.).  (See  Kelly 
CuUen,  "Fibroid  Tumors.") 

The   results   obtained   by   various   operators    show   the 
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same  relative  improvement.  Thus,  Koble,  who  claims  4 
per  cent,  as  the  average  percentage,  has  secured  as  low  as 
1  per  cent.,  and  he  once  had  a  series  of  88  consecutive 
supravaginal  hysterectomies  without  mortality.  {Trans. 
Amer.  Gyn.  Soc,  1907.)  McLaurin  {Trans.  Amer.  Surg. 
Assoc,  1909,  p.  269)  had  100  abdominal  hysterectomies 
with  only  3  deaths. 

Baldy,  in  250  supravaginal  operations,  had  21  deaths, 
8.4  per  cent.,  but  later  had  a  consecutive  list  of  105  supra- 
vaginal hysterectomies  with  only  3  deaths.  {Amer.  Jour. 
Ohst.,  p.  7,  1905,  vol.  liii,  p.  560).' 

Deaver,  in  1905,  reported  219  operations,  with  20  deaths 
(or  9.13  per  cent,  mortality).  In  Deaver's  last  (reported) 
list  of  105  cases  only  3  died  (or  2.85  per  cent.),  while  his 
last  (reported)  48  cases  were  all  successful. 

Webster  had  a  successful  run  of  100  cases,  with  3 
deaths.     {Surg.  Gyn.  and  Ohst.,  Chicago). 

Werder  had  118  cases,  with  1  death  (or  0.84  per  cent). 

St.  Mary's  Hospital,  Minn.,  reports  959  hysterectomies 
for  all  purposes  (1902  to  1909).  The  supravaginal  hys- 
terectomies (836  in  number)  show  2.2  per  cent,  mortality. 
The  total  hysterectomies  were  4.9  per  cent.^ 

Scharlieb,  in  her  first  100  cases  (prior  to  1902)  had  8 
deaths ;  in  her  second  100,  between  October  18,  1902,  and 
October  28,  1908  {Proc.  Roy.  Med.  Soc,  London,  Novem- 
ber, 1908),  she  had  2  deaths. 

J.  Bland  Sutton  has  had  a  recent  series  of  101  supra- 
vaginal hysterectomies,  with  no  mortality.  {Jour.  Ohst. 
and  Gyn.,  British  Empire,  London,  1908,  xiii,  p.  328.) 

Webster  calls  attention  to  the  high  mortality  reported 
in  foreign  hospitals,  reaching  all  the  way  from  an  average 

*  Baldy's  Panhysterectomies  alone,  14,  with  7.14  per  cent,  mor- 
tality. 

'  The  exact  number  of  operations  for  fibromyomata  could  not  be 
ascertained  in  time  for  our  report. 
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of  8  per  cent,  to  the  highest,  14  per  cent.  (Surg.  Gyn. 
and  OhsL,  Chicago,  February,  1908,  p.  200.) 

A  careful  examination  of  these  reports  shows  results  in 
certain  quarters  which  compare  favorably  with  those  of 
English  and  American  surgeons. 

Gregoried  (St.  Petersburg),  working  in  von  Ott's  clinic, 
reports  the  following:  In  651  conservative  cases,  4.4  per 
cent.;  in  176  cases  of  total  extirpation  by  the  abdominal 
route,  4.9  per  cent. ;  in  105  cases  of  supravaginal  amputa- 
tion, 11.4  per  cent.* 

In  1898,  Kiistner  reported  48  total  hysterectomies,  with 
8  mortality,  and  50  supravaginal  hysterectomies,  with  1 
mortality.     (Berliner  Klinik,  115  to  126,  p.  1.) 

Olshausen  (Handbuch  der  Gyndk.,  ii,  1897)  reported 
supravaginal  hysterectomies,  5.6  per  cent,  mortality;  total 
hysterectomies,  9.6  per  cent,  mortality. 

Bumm  C'Zur  teknik  der  Myomatomie,"  Bereit  zur. 
Geb.  u.  Gyndk.,  vol.  Hegar,  1,  1,  1898)  reported  26  total 
extirpations,  with  1  death. 

The  mortality  in  any  given  list  may  be  exceptionally 
large  if  the  cases  are  selected,  because  of  their  obviously 
poor  health  and  generally  bad  condition.  Per  contra,  if 
care  is  taken  by  dispensary  physicians,  or  those  having 
control  of  the  clinical  material  sent  into  hospitals,  it  is 
quite  possible  to  exclude  the  very  ill  patients  with  many 
evil  results  of  long-continued  bad  health. 

We  are  convinced  that  a  long  list  of  hundreds  of  success- 
ful hysterectomies  may  indicate  an  exclusion  of  many 
border-line  cases  greatly  in  need  of  operative  treatment, 
although  attended  by  greater  than  the  average  risk  to  life. 
Therefore,  one  must  consider  such  reports  as  that  of  Cul- 
lingworth  ("An  Analysis  of  One  Hundred  Cases  of 
Uterine  Fibromyomas,"  Jour.  Ohst.  and  Gyn.,  British 
Empire,  London,  1902,  i,  p.  3)  in  the  light  of  pathological 

1  The  vaginal  hysterectomies  in  the  same  clinic  (Von  Ott's) 
were  2.3  per  cent. 
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investigation  rather  than  an  attempt  to  confine  his  atten- 
tion to  an  operative  technic  or  low  mortality.  He  reports 
a  relatively  large  proportion  of  cystic,  fibrocystic,  necrotic, 
or  infected  tumors,  with  a  total  mortality  of  9  per  cent. 

Cystitis  aptek  Hysteeectomy.  It  may  be  taken  for 
granted  that  every  total  hysterectomy  will  have  cystitis 
as  a  complication,  especially  if  the  catheter  must  be  used. 
There  is  a  growing  disposition  to  regard  every  hysterec- 
tomy patient  as  a  victim  of  this  disease.  The  fact  is  easily 
demonstrated  that  nearly  all  "catheter"  cases  have  cystitis, 
and  it  is  not  an  argument  against  this  proposition  that  the 
patient  makes  no  complaint,  or  that  the  urine  was  appar- 
ently normal.  Many  women  have  recovered  and  many 
more  will  do  so  without  precautions  or  treatment  of  any 
kind,  yet  it  is  far  better  to  avoid  the  disease  or  check  it  in 
its  incipiency.  This  needs  no  extended  comment.  Our 
rule  is  to  irrigate  the  bladder  and  throw  in  a  2  per  cent, 
solution  of  protargol  twice  before  the  patient  leaves  hos- 
pital. Definitely  favorable  results  will  generally  follow 
this  measure  of  prevention.'^ 

Summary  of  Coisiplicatioxs.  In  no  instance  has  a 
"ligature  slipped"  or  catgut  proved  unequal  to  the  demand 
made  upon  it  for  hemostasis.  If  absorbed  too  soon  the 
resulting  hemorrhage  gave  no  indication. 

The  Tuffier  angiotribe  was  completely  efficient  in  the 
various  operations  in  which  it  was  used  (about  twenty  in 
number). 

Heredity  has  not  figured  in  our  list  of  cases,  but  in  one 
white  family  we  had  three  sisters  with  large  fibromyomas. 
One  of  these  had  an  accessory  uterine  artery.^ 

'  The  administration  of  urotropin  (hexamethylenamin)  is  made 
a  rule  prior  to  all  operations  by  some  surgeons. 

'  In  one  private  hospital  case,  not  included  in  this  report,  a 
patient  had  an  accessory  (left)  uterine  artery.  The  vessel  was  of 
enormous  size  and  possibly  aneurismic.  Only  by  the  most  heroic 
efforts  was  the  patient  saved  from  fatal  hemorrhage  (referred  to 
me  by  Dr.  Klipstein,  of  Alexandria,  Va.). 
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SUMMAEY    OF    COMPLICATIONS. 

Cases.  Per  cent. 
Tubal:     (Pyosalpingitis,  salpingitis  hydrosalpinx)  ..46  28.7 

Ovarian  :     Cystic  ovaries   27 

Ovarian  tumor    1  16.1 

Cancer  of  cervix  uteri    2  1.25 

Sarcoma    3  1.87 

Necrotic  or  necrobiotic    6  3.75 

Cystic,  mucoid,  hyaline  or  myxoid  degen- 
erations     5  3.12 

Associated  adenocarcinoma  of  body ' 2  1.25 

Calcareous    5  3.12 

Pregnancy  with  tumor  3  1.87 

Phlebitis    5 

Fatal  pulmonary  embolism  (twelfth  day)   1 
Cerebral  embolism,  forty-eight  hours  after 

operation  (recovered)    1 

Delirium  after  operation  2 

Diabetic  patient   1 

"Uterus  injured 0 

Hemorrhage  after  operation 0 

Transfusion  in  vein  necessary  to  save  life 

on  table  3 

Deaths  from  anesthesia     TO 

Infection   under   stump   requiring   dilata- 
tion of  cervix   3 

Pleuritis  after  operation 2 

Pneumonia   after  ether    0 

Time  of  operation  in  supravaginal  hysterectomy,  forty-five  to 
sixty  minutes. 

Time  of  operation  in  total  hysterectomy,  sixty  to  eighty  minutes. 

Fatal  ileus  after  operation  associated  with  other  complications 
(Case  No.  43— J),  1. 

Secondary  operation  involving  reopening  abdominal  incision,  2. 

MoETALiTY.  In  1893  there  was  1  death;  in  1897,  2 
deaths;  in  1899,  2  deaths;  in  1906,  1  death;  in  1909,  1 
death;  a  total  of  7  deaths  (or  4.37  per  cent.)  in  160  cases 
(130  cases  of  supravaginal  hysterectomies  and  30  cases 
of  panhysterectomies). 

^  Adenocarcinoma  not  included  when  operation  was  performed 
for  malignancy. 
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Following  the  custom  of  other  surgeons  we  report  our 
latest  results. 

The  last  114  cases  show  2  deaths,  or  1.75  per  cent, 
mortality  (since  June  14,  1899). 

DEATHS. 

Case  III.  March  25,  1893.  Fibromyoma  filling  the 
abdomen.  Patient  in  good  condition.  She  had  formidable 
adhesions  about  the  tumor  due  to  former  salpingitis  and 
associated  pelvis  peritonitis.  Death  due  to  sepsis  and 
peritonitis.  At  autopsy  the  other  organs  were  found  ap- 
parently healthy. 

Case  IV.  April  17,  1897.  Pulmonary  embolism. 
Patient  formerly  in  good  health  but  for  symptoms  due  to 
fibroid.  No  severe  complications.  Prognosis  good  at 
time  of  operation.  Temperature  not  quite  normal  at  any 
time  after  operation,  reaching  101°,  but  was  improving 
when  sudden  death  occurred  on  the  twelfth  day  upon 
being  allowed  to  sit  up  in  bed. 

Case  XVII.  May  1,  1897.  Female.  This  patient  had 
an  immense  tumor,  which  gave  her  the  appearance  of  preg- 
nancy at  term.  She  had  for  many  years  refused  opera- 
tion, and  was  in  poor  health  when  she  finally  was  driven 
to  the  hospital  for  relief.  Her  heart  and  kidneys,  how- 
ever, were  in  fairly  good  condition,  and  the  fatal  result 
was  chiefly  due  to  the  severe  traumatism  necessary  for  the 
completion  of  the  operation.  Transfusion  was  not  em- 
ployed, and  the  patient  continued  in  shock  until  death  on 
the  third  day,  the  heart  refusing  to  respond  to  stimulants. 
The  condition  of  the  kidneys  or  blood  vessels  appeared  to 
furnish  no  adequate  explanation  for  the  fatal  result.  A 
moderate  amount  of  blood  was  discharged  through  the  glass 
drainage  tube  which  was  employed.  At  the  present  time 
we  should  regard  this  fatal  result  due  to  acute  dilatation 
of  the  heart. 
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Case  XLIII.  June  3,  1899.  J.  This  patient  had  been 
in  poor  health  for  several  months,  and  had  a  tumor  filling 
the  pelvis  and  reaching  a  little  above  the  umbilicus,  weigh- 
ing four  and  one-half  pounds  when  removed.  Before 
operation  her  condition  indicated  a  perfectly  satisfactory 
result.  The  heart,  kidneys,  and  all  other  organs  appeared 
to  be  in  good  condition.  We  were  absolutely  unable  to  find 
any  special  indication  against  operation.  There  were  no 
difficulties  about  the  technic  of  operation,  and  the  patient 
left  the  table,  as  we  thought,  with  bright  prospects  for  cure. 
Up  to  this  time  we  had  not  made  a  routine  examination  of 
the  gall-bladder  and  appendix,  and  much  to  our  surprise 
we  discovered  at  the  postmortem  on  the  fifth  day  that  a 
long,  adherent  appendix  had  caused  obstruction  of  the 
ascending  colon.  The  autopsy  also  revealed  fatty  degen- 
eration of  the  liver  and  kidneys,  with  extensive  ather- 
omatous changes  in  the  arteries.  * 

Case  XLVI.  June  14,  1899.  C.  Like  the  previous 
case,  this  patient  we  thought  had  no  contraindication  to 
operation  so  far  as  her  general  condition  was  concerned. 
She  had  a  tumor  filling  the  pelvis  and  lower  abdomen 
weighing  nearly  five  pounds,  which  contained  a  sloughing 
submucous  fibroid.  The  patient  died  from  asthenia  due 
to  sepsis.     !Ro  postmortem. 

Case  CXIII.  December  15,  1906.  B.,  aged  thirty- 
nine  years.  Ill  three  years.  The  tumor  mass  filled  the 
lower  half  of  the  abdomen,  and  was  made  up  of  tumor, 
pus  sacs,  cheesy  material,  and  degenerated  ovaries.  The 
intestines  were  involved  and  injured  to  such  an  extent  as 
to  require  extensive  repair.  The  peritoneum  was  unavoid- 
ably soiled  with  pus.  As  the  patient  had  borne  six  chil- 
dren, it  may  be  taken  for  granted  that  the  tumor  was  not 

'  1250  c.c.  intravenous  infusion  of  normal  salt  solution  given  to 
recover  patient  from  sliock. 
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of  large  size,  and  the  appearances  indicated  a  mixed  in- 
fection ;  a  recent  invasion  by  the  colon  bacillus  of  a  former 
tubercular  salpingo-oophoritis. 

Case  CXXXVII.  November  2,  1907.  W.,  aged 
seventy-five  years,  an  emergency  case.  The  patient  had  a 
large  tumor  nearly  filling  the  abdomen.  Her  iUness  had 
continued  so  long  that  she  was  bedridden,  and  she  was  a 
most  undesirable  subject  for  operative  treatment.  The 
bowel  attachments  to  the  tumor  were  so  intimate  as  to 
cause  nearly  complete  obstruction.  We  found  extensive 
degenerative  changes  in  the  tumor  with  all  of  the  indica- 
tions of  sarcoma,  besides  calcareous  changes.  The  large 
bowel  and  mesentery  were  so  much  involved  in  the  malig- 
nant process  as  to  necessitate  anastomosis,  as  excision  of 
the  extensive  malignant  growth  was  impossible.  'No 
autopsy  was  allowed,  and  the  pathologist  made  no  examina- 
tion of  the  intestinal  complications.  He  pronounced  the 
tumor  of  benign  character. 

This  emergency  case  adds  a  little  to  our  percentage  of 
mortality,  although  the  pressing  symptoms  due  to  the 
malignant  disease  demanded  relief  by  operation  whatever 
the  result. 

Mabch  28,  1910. 
Deae  Doctor  Stone: 

I  have  so  far  been  able  to  find  that  only  160  of  your  list 
of  operations  have  been  performed  in  Columbia  Hospital. 
Of  this  number,  70  operations  were  on  white  patients  and 
90  on  colored.    The  operations  were  as  follows : 


Supra va^nal  hysterectomies    130 

Panhysterectomies     30 

Myomectomies   (abdominal)    13 


Total    173  165 


Recoveries. 

Deaths 

124 

6 

29 

1 

12 

1 
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Mortality. 

Supravaginal  liysterectomy   130  4.61  per  cent. 

Abdominal  panhystecetomy   30  3.33  per  cent. 

Total     160  4.37  per  cent. 

Including  myomectomies    4.62  per  cent. 

All  that  I  have  verified  are  checked. 
Very  sincerely, 

H.  W.  Lawson,  M.D. 


DISCUSSION. 


De.  George  Tucker  Harrison. — I  am  very  glad  to 
have  heard  the  results  of  treatment  as  given  to  us  by  Dr. 
Stone.  I  think  this  Society  owes  a  great  deal  to  our  dis- 
tinguished Vice-President,  Dr.  Gordon.  Dr.  Gordon  in 
years  gone  by  was  considered  very  radical  when  he  insisted 
upon  operating  on  the  class  of  cases  under  discussion. 

I  wish  Dr.  Stone  would  not  disturb  the  terminology.  I 
think  Virchow  knew  more  about  these  things  than  most  of 
us.  He  calls  them  myomata,  and  why  do  we  not  continue 
caUing  them  myomata  and  not  fibromyomata.  Pardon  me 
for  this  criticism,  Dr.  Stone. 

Dr.  Gordon  taught  us  in  years  gone  by  the  true  significance 
of  these  myomata,  and  he  insisted  upon  operative  procedure, 
and  the  method  he  suggested  then  has  not  been  improved 
upon  since. 

I  am  very  glad  to  hear  one  subject  discussed  by  Dr. 
Stone,  and  that  is,  I  have  always  been  under  the  impression 
that  the  idea  prevails  in  the  minds  of  a  great  many  men  that 
these  myomata  undergo  carcinomatous  degeneration,  so- 
called,  and,  therefore,  that  is  an  indication  for  their  removal. 
His  observations  show  that  this  occurs  very  rarely.  That 
has  been  my  observation,  too.  We  find  very  often  that 
sarcomatous  tumors  are  mistaken  for  myomata. 

In  regard  to  the  compHcations,  not  long  since  I  operated 
on  a  patient  for  myoma,  and  I  lost  that  patient  from  pneu- 
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monia  following  upon  the  exhibition  of  ether.  That  is  the 
only  case  I  ever  knew  in  my  experience  that  died  under  these 
circumstances.  This  is  a  day  of  specialism,  and  a  friend  of 
mine  said,  "Why  didn't  you  call  in  a  speciaUst  to  see  whether 
the  patient  had  pneumonia  or  not?"  I  told  him  I  could 
diagnosticate  a  case  of  pneumonia  as  well  as  he  could,  and 
better,  too.  The  question  arose  as  to  whether  this  patient 
should  have  been  given  ether,  because  there  was  already 
known  to  exist  emphysema,  and  by  way  of  caution  we 
ought  to  be  careful  about  the  exhibition  of  ether  under 
these  conditions.  This  question  should  have  been  answered 
in  the  negative. 

Dr.  Herman  J.  Boldt. — It  is  my  opinion  that  the  point 
which  is  most  interesting  to  us  is  which  is  preferable— 
supravaginal  amputation  of  the  fibromyomatous  uterus  or 
complete  extirpation  ?  A  number  of  cases  have  been  reported 
where  subsequent  to  supravaginal  amputation  of  such  uteri, 
malignant  degeneration  of  the  cervix  has  taken  place.  It  is, 
however,  somewhat  doubtful  in  my  mind  whether  we  have, 
strictly  speaking,  sarcomatous  or  carcinomatous  degenera- 
tion of  the  fibromyomatous  uterus.  It  has  been  my  impres- 
sion, from  the  instances  of  maUgnant  disease  that  I  have 
so  far  seen,  that  these  cases  were  coincident  with  the  myo- 
fibromata  and  not  a  degeneration  of  the  myoma.  I  believe 
some  time  ago  Dr.  Cullen  made  the  statement  that  endo- 
metritis was  an  unusually  rare  condition  in  connection  with 
myofibromatous  tumors.  I  may  be  mistaken  about  that, 
but  so  far  as  the  reports  which  I  have  received  from  the 
pathologist  who  has  examined  my  specimens  are  concerned, 
that  has  not  been  the  case.  But  perhaps  the  pathologist 
who  did  my  work  was  not  as  competent  as  the  one  who  does 
the  work  for  Dr.  Cullen. 

Another  feature  of  great  importance  is  the  necessity  of 
invariably  making  a  careful  examination  of  all  tumors  re- 
moved. Three  times  during  the  last  year  and  a  half  or 
two  years,  patients  came  to  me  wdth  mahgnant  disease  of 
the  pelvis  upon  whom  operations  were  done,  and  I  believe 
that  at  the  time  the  operation  was  performed  the  uterine 
tumor  was  then  mahgnant,  yet  in  corresponding  with  the 
hospitals  in  which  these  operations  were  done,  it  was  learned 
that  hysterectomy  was  done  for  fibroid  of  the  uterus.     No 
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pathologist's  report  had  been  made.  That  is  wrong.  We 
must  insist  invariably  on  having  our  specimens  carefully 
examined. 

So  far  as  the  technique  of  doing  an  operation  of  this  kind 
is  concerned,  it  seems  to  me  that  it  must  be  su  ted  to  the 
individual  case.  The  main  point  is  whether  it  is  necessary 
to  do  supravaginal  amputation,  or  is  it  desirable  to  do 
complete  extirpation?  As  a  rule,  I  prefer  supravaginal 
amputation,  because  with  such  a  procedure  we  get  a  better 
vaginal  vault. 

Dr.  Thomas  S.  Cullen. — In  our  experience  endometritis 
has  not  been  as  frequent  as  we  were  led  to  suppose  from  the 
literature.  After  a  careful  examination  of  all  the  material 
coming  from  the  gynecological  operating  room  in  the  course 
of  four  years,  this  material  including  all  uterine  scrapings  and 
also  the  endometrium  in  cases  where  pus  tubes  existed,  we 
found  endometritis  in  48  cases,  that  is,  on  an  average  of  only 
once  each  month.  The  results  of  our  examinations  were 
published  in  the  Maryland  Medical  Journal  about  1898. 

My  statement  with  regard  to  the  changes  in  the  endo- 
metrium associated  with  myomata  was:  "Given  normal 
tubes  and  ovaries  we  usually  find  no  change  in  the  mucosa 
except  that  mechanically  brought  about  by  the  myoma." 
In  the  large  series  of  myoma  cases  reported  by  Dr.  Kelly 
and  myself  in  ''Myomata  of  the  Uterus"  we  have  reported 
25  cases  of  carcinoma  of  the  body  of  the  uterus  associated 
with  myoma;  18  cases  where  carcinoma  of  the  cervix  com- 
phcated  the  myomatous  condition,  and  17  cases  where 
sarcoma  developed  in  or  was  associated  with  myomata. 
Since  the  pubhcation  of  this  work  we  have  encountered  2 
cases  in  the  short  space  of  three  months  where  the  sarcoma 
developed  in  the  interior  of  a  myoma. 

In  some  cases  it  is  absolutely  impossible  to  tell  whether 
the  sarcoma  develops  in,  or  is  merely  associated  with,  the 
myoma.  In  other  cases,  however,  one  can  say  positively 
that  the  sarcoma  originates  from  the  muscle  fibers  them- 
selves. In  other  words,  one  can  trace  the  direct  transition 
from  the  muscle  cells  into  the  sarcoma  cells. 

I  thoroughly  agree  with  Dr.  Stone  that  the  bisection 
operation  should  not  be  used  when  we  can  remove  the  uterus 
in  another  way,  but  there  are  a  certain  number  of  cases 
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where  it  is  impossible  to  budge  the  uterus  and  where  the 
only  feasible  procedure  is  to  first  bisect  the  uterus.  In  such 
cases  there  is  danger  of  infection.  There  is  also  danger  of 
cutting  into  a  sarcomatous  or  carcinomatous  uterus,  but  one 
has  the  alternative  of  either  closing  the  abdomen  without 
removing  the  tumor  or  by  bisection  and  doing  a  complete 
operation. 

We  aim  to  do  the  supravaginal  hysteromyomectomy. 
There  is  less  danger  of  doing  injury  to  the  ureters  and  one 
leaves  a  much  better  vaginal  vault.  Where  we  do  a  supra- 
vaginal hysterectomy,  however,  we  open  the  uterus  at  once 
to  see  if  by  chance  carcinoma  exists  or  to  determine  if  there 
be  any  sarcomatous  transformation  in  one  or  more  of  the 
myomata. 

Dr.  J.  Wesley  Bovee. — About  three  years  ago  I  read 
a  paper  before  the  Southern  Surgical  and  Gynecological 
Association  when  it  met  in  Baltimore,  advocating  the 
removal  of  the  cervix  with  the  body  of  the  uterus  when  we 
did  hysterectomy,  and  my  reason  for  that  was  because  of 
the  alarming  frequency  with  which  we  were  hearing  of 
mahgnant  degeneration  of  the  cervix  after  the  removal 
of  the  body  of  the  uterus.  Now,  we  do  not  always  know  that 
the  specimen  removed  is  non-malignant.  I  have  followed 
the  plan  Dr.  Cullen  has  just  mentioned,  of  always  having 
the  fibroid  tumor  opened  and  inspected  before  the  operation 
is  completed.  I  remember  one  case  not  long  ago  in  which 
I  thought  carcinomatous  degeneration  of  a  myoma  was 
present,  and  in  which  I  removed  the  cervix  directly  after- 
ward. This  specimen  was  examined  by  a  pathologist  and 
pronounced  to  be  carcinomatous  degeneration  of  a  myoma. 
We  laid  the  specimen  aside,  and  a  few  months  later  took 
it  up  again  and  traced  the  stalk  of  carcinoma  from  this 
carcinomatous  mass  within  the  tumor  to  the  endometrium, 
showing  plainly  inclusion  of  the  mucous  membrane.  I  think 
malignant  degeneration  of  the  uterus  is  common  in  con- 
nection with  fibromyomata.  As  the  statistics  of  Noble 
and  others  have  shown  the  relative  infrequency  of  carcinoma 
in  the  body  of  the  uterus  without  the  presence  of  fibroma, 
we  should  examine  every  specimen  of  uterine  tumor  removed, 
and  if  the  condition  of  the  patient  will  permit  us  to  under- 
take the  extra  surgical  work  we  should  remove  the  cervix 
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at  that  time.  I  admit  that  we  do  not  get  as  good  a  vaginal 
vault,  but  if  we  have  adhesions  or  conditions  which  make 
us  feel  we  would  hke  to  have  drainage,  it  gives  us  additional 
opportunity  for  vaginal  gauze  drainage.  On  the  whole, 
that  is  the  plan  I  have  been  pursuing;  where  I  think  the 
extra  traumatism  incident  to  the  cervix  is  not  too  much 
for  the  patient  to  withstand,  I  remove  the  cervix  at  the 
time  I  remove  the  body  of  the  uterus. 

Dr.  Stone  (closing). — I  have  very  Httle  to  say  except 
in  the  complete  paper  which  I  have  prepared  I  go  quite 
extensively  into  the  collection  of  statistics  bearing  upon 
the  question  of  which  Drs.  Bovee  and  CuUen  spoke,  because 
I  thought  this  would  perhaps  be  more  interesting  and 
profitable  rather  than  going  into  details  of  the  operation 
and  the  mortaUty. 

I  have  also  found  Dr.  Gordon's  name  mentioned  promi- 
nently in  the  literature  of  this  subject,  and  I  also  found  Dr. 
Mann's  name  recorded  as  the  first  one  in  this  country,  or  in 
any  country,  to  speak  in  this  Society  of  the  relationship 
between  carcinoma  of  the  body  of  the  uterus  or  carcinoma 
of  the  neck  after  the  removal  of  the  fibroid  tumor.  I  do  not 
know  whether  he  read  a  paper  on  this  subject  or  not. 


A  EIGHT  PELVIC  KIDNEY;  ABSENCE  OF  THE 

LEFT  KIDNEY;  ABSENCE  OF  THE  UTERUS; 

BOTH  OVARIES  APPARENTLY  IN  THE 

INGUINAL   RINGS. 


By  Thomas  S.  Cullen,  M.D., 
Baltimore,  Md. 


C.  H.  L,  1677.  O.  C.  J.,  aged  seventeen  years,  single, 
white;  admitted  to  the  Church  Home  and  Infirmary, 
March  5,  1907.  The  patient  had  been  under  the  care  of 
Dr.  Paul  Jones,  of  Snow  Hill,  for  some  time.  She  had 
been  thought  to  have  an  imperforate  hymen  and  a  double 
inguinal  hernia.  She  had  always  been  somewhat  delicate 
and  nervous. 

Five  years  before  a  left  inguinal  hernia  had  been  noted, 
which  annoyed  the  patient  considerably.  Three  years 
later  a  hernia  made  its  appearance  on  the  right  side.  The 
hernial  protrusion  on  the  right  was  larger  in  dimension 
than  that  on  the  left,  at  times  reaching  9  or  10  cm.  in 
diameter.  On  one  occasion  it  had  become  temporarily  in- 
carcerated, and  she  had  been  wearing  a  truss  on  the  right 
side.  The  patient  had  never  menstruated,  but  nearly 
every  month  she  had  had  hot  flushes  and  had  been  very 
dizzy.  The  flushes  would  persist  for  two  or  three  days  at 
a  time.  She  had  had  no  definite  headache,  but  her  head 
had  felt  "big  and  queer."  There  had  never  been  any 
vomiting,  but  nausea  had  been  noted  at  these  times  and  a 
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burning  sensation  in  the  region  of  the  stomach.  The 
patient  entered  the  hospital  seeking  relief  for  her  inability 
to  menstruate.  The  menstrual  symptoms  had  commenced 
three  and  a  half  years  before.  The  urine  was  found  to  be 
normal. 

Examination  Undee  Anesthesia.  The  breasts  were 
not  well  developed  for  a  girl  of  her  age.  The  pubic  hair 
was  normal.  On  pelvic  examination  a  small  urethral 
orifice  was  found.  This  readily  admitted  the  catheter,  and 
the  bladder  was  at  once  emptied.  There  was  absolutely 
no  evidence  of  a  vagina  apart  from  a  slight  depression 
Imm.  in  depth.  On  rectal  examination  we  found  a  large 
oval  mass  which  appeared  to  be  slightly  cystic.  This 
filled  the  right  side  of  the  pelvis,  and  was  thought  to  be 
either  the  enlarged  uterus  or  a  dilated  vagina. 

Opeeation.  I  passed  four  guy  sutures  at  the  points 
where  the  vagina  would  naturally  have  been,  and  then 
made  a  transverse  incision  1.5  cm.  anterior  to  the  rectum. 
In  my  dissection  I  kept  close  to  the  rectum,  one  finger  in 
the  bowel  serving  as  a  guide,  and  a  pair  of  forceps  intro- 
duced into  the  bladder  served  to  outline  this  organ  when 
necessary.  Finally  I  was  able  to  separate  the  bladder  from 
the  rectum  for  a  distance  of  five  inches,  although  the 
septum  between  the  bladder  and  rectum  was  not  over  2  or 
3  mm.  in  thickness.  I  then  encountered  the  firm  mass 
which  had  been  detected  in  the  right  side  of  the  pelvis. 
On  making  firm  pressure  from  above  the  mass  could  be 
felt  directly  under  the  finger  introduced  into  the  wound. 
I  expected  to  find  fluid,  but  the  growth  seemed  to  be  solid 
or  semifluctuant.  I  at  once  realized  that  an  unusual  con- 
dition existed,  and  an  abdominal  section  was  decided  upon 
as  the  wiser  procedure. 

On  making  an  abdominal  incision  I  first  encountered 
the  fimbriated  end  of  the  right  tube.  This  could  be 
seen   and   followed   for   1.5   cm.      The   remaining  portion 
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lay  in  the  hernial  sac  on  the  right  side.  After  slit- 
ting the  sac  slightly  and  examining  the  extraperitoneal 
portion,  I  was  able  to  detect  the  remaining  portion  of  the 
tube.  In  the  inguinal  sac  lay  also  the  right  ovary,  which 
was  perfectly  normal.  The  ovarian  vessels  came  from 
the  usual  source.  The  utero-ovarian  vessels  passed  down 
into  the  right  inguinal  canal,  as  did  the  tube.  The  right 
round  ligament  emerged  from  the  canal,  formed  a  loop  on 
itself,  and  re-entered  the  canal.  In  other  words,  both 
tubes  were  in  the  inguinal  canal. 

The  firm  mass  felt  in  the  vagina  and  thought  to  be  due 
to  an  accumulation  of  retained  menstrual  flow  proved  to 
be  solid.  It  felt  like  a  kidney,  the  hilus  being  easily 
demonstrable  on  the  inner  side.  It  was  about  half  as  large 
again  as  a  normal  kidney,  and  lay  extraperitoneally.  It 
almost  completely  filled  the  right  half  of  the  pelvis.  I 
examined  the  usual  site  of  the  right  kidney  and  found  no 
kidney  in  this  position. 

There  was  no  trace  whatever  of  the  uterus.  The  bladder 
and  rectum  were  the  only  organs  in  the  pelvis  except  the 
kidney. 

The  left  round  ligament  could  be  seen  peeping  out  of 
the  inguinal  canal  for  about  5  mm.  It  could  be  pulled 
out  much  farther.  It  formed  a  loop  on  itself  and  then 
disappeared  into  the  inguinal  canal.  In  other  words,  both 
ends  of  the  round  ligament  were  in  the  canal. 

The  left  side  of  the  pelvis  was  perfectly  smooth,  there 
being  no  left  tube  or  ovary  visible.  The  mass  in  the  left 
inguinal  canal  was,  however,  apparently  the  left  ovary. 

The  left  kidney  was  absent. 

I  at  once  closed  the  abdomen,  and  then  brought  the 
tissue  between  the  rectum  and  the  bladder  together  as  far 
as  possible  and  left  in  a  small  drain.  The  patient  did  not 
stand  the  anesthesia  well  and  was  exceedingly  blue.  Her 
pulse,  when  she  left  the  table,  was  160,  but  full.     She 
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rapidly  recovered  from  the  effects  of  the  operation,  and 
was  discharged  in  practically  the  same  condition  as  that 
in  which  she  entered  the  hospital. 

A  case  of  this  character  was  operated  upon  hy  Dr.  Polk, 
of  New  York,  in  1882.  The  mass  in  the  pelvis  was 
removed,  and  it  proved  to  be  a  right  pelvic  kidney.  The 
patient  lived  thirteen  days,  and  at  autopsy  Dr.  William 
H.  Welch  found  that  this  was  the  only  kidney. 

We  are  deeply  indebted  to  Dr.  Polk  for  having  reported 
this  case  in  full  and  for  his  timely  warning  that  in  all 
cases  in  which  a  pelvic  kidney  is  found  careful  examina- 
tion should  be  made  to  determine  whether  the  operator  is 
dealing  with  a  case  of  unilateral  kidney. 

The  advisability  of  making  an  artificial  vagina  has  to 
be  considered  in  these  cases.  The  ingenious  operation 
suggested  by  Baldwin,  in  which  a  loop  of  small  gut  is  dis- 
associated and  brought  down  to  form  the  lining  of  the  new 
vagina  may  be  tried.  This  procedure  is  clearly  outlined 
in  the  Journal  of  the  American  Medical  Association,  April 
23,  1910,  p.  1362.  The  operation  as  carried  out  by  Alex. 
Hugh  Ferguson  appeals  more  strongly  to  me,  as  it  is 
naturally  less  dangerous.  It  consists  of  separating  the 
bladder  from  the  rectum.  A  U-shaped  flap  is  then  taken 
from  the  skin  between  the  urethra  and  the  rectum  and 
attached  to  the  bladder  which  has  been  well  pulled  down. 
When  the  traction  of  the  bladder  is  released  the  bladder 
retracts  and  carries  the  flap  well  up  into  the  newly  formed 
cavity.  The  posterior  wall  is  now  made  by  using  two  flaps 
consisting  of  the  labia.  The  rectum  is  pulled  well  down 
and  the  flaps  are  attached  to  it.  When  the  rectum  is  allowed 
to  recede  the  flaps  are  carried  far  up  into  the  cavity.  A 
plug  covered  by  rubber  is  now  tightly  packed  into  the 
vagina.  Ferguson  reports  excellent  results  in  three  cases 
in  which  he  has  employed  this  method 


CAECIl^OMA  OF  THE  RIGHT  FALLOPIAN  TUBE 
SO  LARGE  THAT  IT  WAS  READILY  PAL- 
PABLE THROUGH  THE  ABDOMEN. 


By   Thomas    S.   Cuixen,   M.B., 
Baltimore,  Md. 


Cancee  of  the  Fallopian  tube  forms  a  very  small  per- 
centage of  the  pathological  conditions  found  in  this  situa- 
tion. As  pointed  out  by  Dr.  Hurdon,^  carcinoma  was 
noted  only  three  times  in  the  tube,  as  compared  with  some 
400  cases  of  cancer  of  the  uterus  that  came  under  our 
observation  in  the  Johns  Hopkins  Hospital.  Among  the 
more  important  American  articles  on  this  subject  are  those 
of  Le  Count  ^  and  Elizabeth  Hurdon.^  In  the  Johns 
Hopkins  Bulletin,  1905,  vol.  x^d,  p.  399,  I  reported  a  case 
of  adenocarcinoma  of  the  tube  in  which,  as  a  result  of 
extensive  involvement  of  the  pelvic  peritoneum  and  of  the 
surrounding  tissues,  I  found  it  necessary  to  remove  not 
only  the  entire  uterus  with  the  adnexa,  but  also  several 
inches  of  the  sigmoid  flexure  and  about  one-third  of  the 
pelvic  peritoneum. 

'  Kelly-Noble,  vol.  i,  p.  175. 

^  The  Genesis  of  Carcinoma  of  the  Fallopian  Tube  in  Hyper- 
plastic Salpingitis,  with  Report  of  a  Case  and  a  Table  of 
Twenty-one  Reported  Cases,  Johns  Hopkins  Hos.  Bull.,  1901,  vol. 
xii,  p.  55. 

■  A  Case  of  Primary  Adenocarcinoma  of  the  Fallopian  Tube, 
Johns  Hopkins  Hos.  Bull.,  1901,  vol.  xii,  p.  315. 
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Alban  Doran/  of  London,  has  given  a  complete  survey  of 
the  literature,  and  collected  in  all  62  cases.  A  further 
admirable  monograph  on  the  same  subject  by  the  same 
author  ^  appeared  a  few  months  ago.  In  this  the  number 
of  cases  of  carcinoma  of  the  tube  had  been  increased 
to  100. 

After  such  thorough  presentations  of  the  subject  as  have 
been  furnished  by  these  authorities  a  further  survey  of 
the  literature  would  be  simply  a  repetition,  and  I  shall 
merely  report  a  case  which  came  under  my  observation  in 
the  laboratory.  Its  chief  interest  lies  in  the  large  size  of 
the  growth.  When  I  first  saw  the  hardened  specimen 
before  learning  the  clinical  history  I  considered  it  to  be  a 
very  large  hydrosalpinx  or  pyosalpinx.  On  section,  how- 
ever, its  true  character  was  readily  discernible. 

Adenocarcinoma  of  the  right  Fallopian  tube;  extension 
to  left  Fallopian  tube;  very  small  uterus. 

San.  No.  2453.  Mrs.  M.  H.,  aged  forty-six  years; 
admitted  to  Dr.  Kelly's  private  sanitarium  on  May  14, 
1907.  The  patient  entered  complaining  of  a  mass  and 
great  pain  in  the  lower  part  of  the  abdomen.  The  family 
and  past  history  were  negative. 

The  menses  began  when  she  was  fourteen ;  were  regular, 
moderate  in  amount,  somewhat  painful,  and  usually  lasted 
four  days.  For  the  last  two  or  three  months  the  periods 
have  been  irregular,  but  profuse.  She  had  one  miscar- 
riage when  eighteen.  Recently  there  has  been  a  profuse 
leucorrheal  discharge,  which,  for  the  past  year,  has  been 
associated  with  some  odor  and  with  blood. 

Present  Illness.  Two  years  ago  the  patient  first  had 
what  she  called  an  attack  of  appendicitis.     The  pain  was 

1  Journal  of  Obstetiics  and  Gynecology  of  the  British  Empire, 
vol.  vi,  p.  285. 

2  Primary  Carcinoma  of  the  Fallopian  Tube,  .Journal  of  Obstet 
rics  and  Gynecology  of  the  British  Empire,  January,  1910. 
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located  in  the  right  iliac  fossa,  and  was  severe  and  cramp- 
like in  character.  It  has  persisted  in  this  region,  and  for 
the  last  year  has  also  been  present  in  the  left  side.  The 
pain  radiates  into  the  leg,  and  for  the  last  four  or  five 
iflonths  both  legs  have  been  svsrollen. 

Operation.  The  uterus  was  removed  by  bisection;  a 
small  piece  of  intestine  was  also  removed  on  account  of  a 
little  subperitoneal  cyst,  which  was  supposed  to  be 
secondary  to  the  tubal  growth.  There  was  no  glandular 
involvement,  and  no  evidence  of  any  peritoneal  implanta- 
tion. 

Path.  No.  11536.  The  specimen  consists  of  a  small 
uterus,  of  a  greatly  enlarged  right  Fallopian  tube,  and  of 
an  enlarged  left  Fallopian  tube. 

The  body  of  the  uterus  is  4  cm.  long  and  about  4  cm. 
broad.  It  is  markedly  atrophied.  The  right  tube  at  the 
uterus  is  about  7  mm.  in  diameter,  but  after  passing  out- 
ward 1  cm.  it  curves  on  itself,  becomes  markedly  convo- 
luted, and  5  cm.  from  the  uterus  is  5  cm.  in  diameter. 
It  continues  to  increase  in  size  until  at  its  outer  end  it 
is  10  cm.  in  diameter.  Roughly,  it  forms  a  sausage-like 
tumor  14  cm.  long,  12  cm.  broad,  and  about  10  cm.  in 
thickness.  Anteriorly,  it  is  covered  with  adhesions.  Pos- 
teriorly, it  is  perfectly  smooth,  and  springing  from  its 
surface  is  a  subperitoneal  cyst  1.5  cm.  in  diameter.  Large 
congeries  of  blood  vessels  are  seen  ramifying  beneath  the 
peritoneum. 

On  section  it  is  seen  that  the  great  increase  in  size  is 
due  in  a  large  measure  to  a  newgrowth.  This  has  ex- 
tended into  the  lumen  of  the  tube,  but  at  no  point  does  it 
appear  to  have  reached  the  outer  surface.  Where  the  tube 
is  5  cm.  in  diameter  the  growth  completely  fills  the  lumen. 
It  is  composed  of  a  granular-looking  newgrowth,  which 
presents  a  somewhat  arborescent  appearance.  The  growth 
apparently  springs  from  all  parts  of  the  wall  of  the  tube. 


THOMAS  S.  CULLEN  427 

!N'ear  the  fimbriated  extremity,  where  the  tube  is  10  cm. 
in  diameter,  for  over  fully  half  of  its  extent  the  walls  are 
covered  with  a  newgrowth.  This  in  places  reaches  2  cm. 
in  thickness.  At  other  points  the  tube  seems  to  be  free 
from  the  growth.  The  entire  central  portion  of  the  tube 
has  been  filled  with  fluid  that  has  undergone  coagulation 
in  the  hardening  fluid.  In  the  fluid  next  the  growth  here 
and  there  are  large  blood  clots.  The  gross  picture  leaves 
little  doubt  that  we  are  dealing  with  a  malignant  growth. 
If  it  be  malignant,  the  reason  why  it  has  not  extended  out- 
side seems  evident,  because  the  point  of  least  resistance 
would  be  toward  the  centre  of  the  tube. 

The  left  tube  near  the  uterus  is  5  mm.  in  diameter,  but 
on  passing  outward  a  short  distance  it  is  dilated  to  4  or 
5  cm.  It  likewise  on  section  is  found  to  be  the  seat  of  a 
similar  growth.     The  tube  is  covered  with  adhesions. 

Histological  Examination.  Sections  from  the 
growth  of  the  right  tube  show  in  some  areas  little  tree- 
like or  teat-like  projections  extending  into  the  cavity. 
They  remind  one  very  much  of  the  small  folds  noted  where 
a  hydrosalpinx  exists.  At  other  points  the  epithelium  has 
proliferated,  forming  gland-like  areas.  In  more  advanced 
portions  over  wide  areas  papillary  outgrowths  are  seen. 
These  present  a  distinct  arborescent  appearance,  and  the 
projections  are  covered  with  one  or  several  layers  of  very 
high,  exceedingly  regular  cylindrical  epithelium.  Over 
large  areas  there  is  not  the  slightest  evidence  of  breaking 
down.  In  still  other  portions  of  the  growth  one  sees 
nuclei  two  or  three  times  the  usual  size.  These  stain 
somewhat  deeply.  In  other  portions  cross-  and  longitu- 
dinal sections  of  finger-like  processes,  with  large  blood 
vessels  in  their  interior,  are  seen.  Here  and  there  the 
epithelium  has  proliferated  until  solid  masses  of  glands 
are  formed.  Masses  of  epithelium  without  evidence  of 
gland  formation  are  also  noted.  In  only  a  few  places  is 
there  evidence  of  breaking  down. 
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The  growth  is  without  doubt  a  carcinoma,  but  is  char- 
acterized by  a  marked  tendency  toward  gland  formation 
and  papillary  outgrowths,  and  by  its  stability  instead  of  its 
tendency  toward  breaking  down.  One  might  with  some 
propriety  claim  that  it  resembles  to  a  marked  degree  a 
very  cellular  and  branching  papilloma. 

It  is  interesting  to  note  that  the  other  tube  presents 
a  similar  appearance.  One  may  have  picked  the  carcinoma 
np  from  the  other.  The  tube  walls  themselves  are  not 
over  1  mm.  in  thickness.  We  did  not  receive  the  ovaries 
or  the  small  nodule  from  the  bowel  for  examination. 

We  find  no  record  of  any  other  carcinomatous  tube  that 
has  reached  such  large  proportions. 


DISCUSSION. 

Dr.  Seth  C.  Gordon. — I  want  to  add  two  cases  of  removal 
of  the  only  kidney  the  patient  had.  I  think  Dr.  Kelly 
reported  these  cases  in  his  book.  I  have  reported  them 
previously  to  this  Society. 

Several  years  before  we  did  any  of  the  work  we  are  now 
doing  to  discover  whether  any  second  kidney  existed  or  not, 
I  operated  on  a  patient  in  the  hospital  for  a  displaced 
kidney  which  had  become  very  painful  and  adherent.  I 
removed  it,  and  the  patient  hved  eleven  days.  Postmortem 
examination  showed  that  this  man  had  no  other  kidney. 
Two  or  three  years  after  that  a  woman  came  to  me  who  had 
a  sarcomatous  kidney,  which  she  tried  to  get  along  with  for 
a  while,  but  finally  I  removed  it.  She  hved  twenty-seven 
days  and  twelve  hours,  without  a  single  indication  of  uremia. 
Her  brain  was  clear,  but  she  died  at  the  end  of  that  time 
from  exhaustion.  Postmortem  examination  disclosed  the 
fact  that  she  had  no  other  kidney.  A  pecuharity  of  the  last 
case  was  that  there  was  no  sign  of  uremia  during  the  whole 
time.  She  did  not  have  the  uremic  breath.  There  was 
nothing  to  indicate  that  there  was  any  excretion  of  urine. 


THE  KEPAIK  OF  INACCESSIBLE  VESICO- 
VAGINAL FISTULA  FOLLOWING  HYS- 
TEKECTOMY.     EEPORT  OF  TWO 
CASES. 

By  George  Gray  Ward,  Jr.,  M.D., 
New  York,  N.  Y. 


In  eecent  years  there  have  been  numerous  contributions 
to  the  literature  dealing  with  the  cure  of  difficult  cases  of 
vesicovaginal  fistulas.  However,  most  of  these  contribu- 
tions have  dealt  with  that  class  of  fistulas  which  have  been 
difficult  to  close,  owing  to  extensive  loss  of  tissue,  thus 
taxing  the  ingenuity  of  the  operator  to  bring  the  margins 
of  the  fistula  in  apposition  without  tension.  The  work  of 
A.  Martin,  Mackenrodt,  Dudley  and  Kelly,  as  well  as 
many  others,  in  overcoming  the  difficulties  in  these  cases, 
is,  of  course,  familiar  to  all. 

The  class  of  cases,  however,  that  I  desire  to  bring  to 
your  attention  is  not  of  the  before-mentioned  type,  but  is 
the  vesicovaginal  fistula,  not  infrequent  today,  which  is 
the  result  of  trauma  coincident  vdth  the  operation  of  pan- 
hysterectomy, especially  the  radical  operation  for  malig- 
nant disease  of  the  uterus.  This  type  of  fistula  is  usually 
not  large  in  size,  and  the  difficulty  of  making  a  successful 
repair  of  this  injury  is  almost  entirely  dependent  upon  its 
inaccessibility.  Some  years  ago  when  the  operation  of 
vaginal  hysterectomy  for  carcinoma  was  more  in  vogue, 
the  bladder  was  not  infrequently  wounded,  owing  to  the 
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lack  of  skill  on  the  part  of  the  operator,  or  to  the  fact  that 
the  disease  had  encroached  upon  the  bladder  wall,  making 
it  friable,  and  rendering  it  difficult  to  detach  from  the 
anterior  surface  of  the  uterus  by  this  route  with  safety. 
Today  the  radical  operation  of  panhysterectomy,  as  advo- 
cated by  Freund,  Wertheim,  Werder,  Clark  and  others, 
which  necessitates  such  extensive  dissection  of  the  uterine 
arteries  and  ureters,  and  the  removal  of  the  upper  portion 
of  the  vagina,  makes  this  accident  one  which  may  occur 
in  the  hands  of  the  most  skilled  operators  at  times.  Fre 
quently  the  injury  may  not  be  recognized  at  the  time,  or 
if  it  is  promptly  repaired,  failure  of  union  in  part  or  in 
whole  may  occur  with  the  resultant  fistula.  Sometimes  a 
sloughing  of  a  portion  of  the  wall  of  the  bladder  may 
occur  some  days  after  the  operation,  due  to  too  great  thin- 
ning of  its  walls  and  impairment  of  its  blood  supply.  The 
case,  as  we  usually  see  it,  may  come  to  us  for  relief  of 
this  intolerable  condition  some  months  or  even  years  after 
the  injury  occurred.  They  have  frequently  had  repeated 
unsuccessful  operations,  and  the  dread  of  again  submitting 
themselves  to  anesthesia  and  the  surgeon's  knife,  in  view 
of  their  past  experiences,  makes  them  hesitate  to  seek 
relief  until  excoriated  vulva  and  thighs,  and  the  urinifer- 
ous  odor  attending  them  has  driven  them  back  to  the 
surgeon.  Examination  discloses  an  atrophied  and  con- 
tracted vagina,  and  at  the  extreme  top  of  the  vault  a  small 
fistulous  opening  which  leads  directly  into  the  bladder,  or 
as  is  sometimes  the  case,  it  may  consist  of  a  fistulous  tract 
of  some  length  before  it  finally  enters  that  organ.  The 
fistula  is,  of  course,  imbedded  in  the  scar  tissue  of  the 
vaginal  vault,  which  occupies  the  former  position  of  the 
cervix.  As  Kelly  has  stated,  success  in  difficult  cases  must 
depend  upon  good  exposure  and  easy  accessibility,  there- 
fore it  is  self-evident  that  the  ordinary  methods  of  closing 
vesicovaginal  fistulse  will  not  suffice  here. 
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Since  the  latter  part  of  the  sixteenth  century  vesico- 
vaginal fistulas  have  been  described  by  medical  writers. 
Van  Roonhuysen,  in  1663,  was  the  first  to  propose  its  cure 
by  means  of  sutures.  But  it  was  not  until  the  middle  of 
the  nineteenth  century  that  the  work  of  Jobert,  Simon, 
and  Sims  placed  the  treatment  on  a  satisfactory  and  scien- 
tific basis.  Their  work  is  familiar  to  us  all,  and  needs 
no  description  here.  The  technic  of  the  operation  as  devel- 
oped by  Sims  had  been  the  accepted  standard  until  1894, 
when  Mackenrodt  described  the  separation  by  dissection  of 
the  vesical  and  vaginal  walls  and  their  separate  suture. 
This  latter  principle  has  been  exploited  by  many  surgeons, 
with  numerous  variations  in  technic,  notably  Saenger, 
Walcher,  Ferguson,  Bishop,  Bracquehaye,  Lapthorn 
Smith,  and  others,  but  the  basic  principle  is  the  same  in 
all.  Since  we  have  learned  that  we  can  separate  the 
bladder  from  its  normal  attachments  without  injury  to  that 
organ,  and  can  render  its  flexible  walls  freely  movable,  thus 
facilitating  the  closing  of  any  abnormal  opening,  a  great 
advance  in  our  methods  of  the  cure  of  this  distressing 
malady  has  been  made,  especially  as  many  of  the  hereto- 
fore difficult  cases  have  been  brought  within  the  category 
of  comparatively  simple  ones. 

The  older  operators  had  to  resort  to  the  procedure  of 
colpocleisis  after  the  failure  of  all  other  methods  in  intract- 
able cases.  This  operation,  devised  by  Simon  in  1855, 
converts  the  vesical  and  vaginal  pouches  into  a  common 
cloaca  by  complete  occlusion  of  the  vagina.  The  disad- 
vantages of  this  procedure  are  manifest — and  at  the  best 
it  was  a  confession  of  defeat  on  the  part  of  the  operator, 
and  was  only  justified  when  the  patience  of  an  Emmet 
was  exhausted. 

Inaccessible  fistulse  have  been  successfully  attacked  by 
many  routes.  Trendelenburg's  method  is  to  open  the 
bladder  through  a  suprapubic  incision  and  to  close  the 
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fistula  intravesicallv.  This  method  sometimes  does  not 
admit  of  success,  owing  to  fixation  of  the  vaginal  vault  and 
bladder  base  by  extensive  adhesions,  which  prevent  the 
fistula  being  made  accessible  through  the  bladder  incision. 

Von  Dittel's  method  is  to  use  the  abdominal  route  to 
dissect  the  bladder  free  from  the  uterus  (if  present)  and 
vagina,  so  as  to  expose  the  fistula  and  bring  it  within  reach 
for  closure  through  the  abdominal  incision. 

Frank  has  opened  the  abdomen  and  freed  the  bladder 
and  uterus  by  dissecting  the  peritoneum  from  the  bladder 
as  far  as  the  vesico-uterine  pouch,  and  dividing  the  round 
ligaments  and  surrounding  fascia,  thus  causing  an 
artificial  descensus  of  the  bladder  and  uterus  and  making 
the  fistula  accessible  from  below,  by  which  avenue  it  is 
closed.  The  organs  are  then  replaced  by  suture  in  their 
normal  position  from  above. 

Kelly,  in  1899,  reported  a  case  in  which  he  attempted  to 
close  a  fistula  by  the  transvesical  method,  and  being  unable 
to  secure  any  kind  of  a  detachment  that  would  permit  of 
direct  suture  of  the  opening,  he  denuded  the  bladder 
mucosa  from  one  side  of  the  bladder  incision  to  the  other 
anterior  to  the  fistula,  and  sutured  the  denuded  surfaces 
so  as  to  throw  out  of  use  that  portion  of  the  bladder  in- 
volved in  the  fistula.  In  1902  he  v^rote  on  the  subject  of 
dealing  with  these  inaccessible  cases,  and  advocated  the 
employment  of  the  knee-chest  posture  in  order  to  get  a 
good  exposure  of  the  vaginal  vault  and  distention  of  the 
bladder,  and  the  opening  of  the  peritoneal  cavity  widely 
from  side  to  side  in  the  line  of  the  transverse  scar,  so  as  to 
free  the  bladder  from  its  fixation  at  the  vaginal  vault  and 
render  it  mobile.  The  vault  is  opened  with  a  small  incision 
at  first,  and  this  incision  is  extended  transversely  to  the 
limit  of  the  vaginal  walls,  thus  destroying  the  vaginal 
vault  and  setting  the  bladder  free.  A  large  gauze  pad 
with  a  tape  attached  is  then  thrust  into  the  peritoneal 
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cavity,  and  by  traction  on  this  the  bladder  is  crowded 
down    toward    the    vaginal    outlet,    while    at    the    same 
time  the  abdominal  cavity  above  is  protected  from  the 
dripping  urine,  which  on  account  of  the  knee-chest  posture 
is  in  danger.     For  this  reason  it  is  also  necessary  to  wipe 
out  the  cavity  of  the  bladder  from  time  to  time  to  free  it 
from  urine.     The  fistula  by  reason  of  the  bladder  being 
displaced  downward  by  the  gauze  pad  through  the  trans- 
verse incision  in  the  vaginal  vault  becomes  accessible,  and 
can  then  be  repaired.    After  the  closure  of  the  fistula  the 
air  in  the  abdominal  cavity  is  removed  by  filling  the  abdo- 
men with  saline  solution  to  the  level  of  the  vagina,  thus 
displacing  the  air,  and  the  solution  is,  of  course,  evacuated 
upon  the   patient  resuming  the   dorsal   position.      Kelly 
claims  the  following  advantages  for  this  method,  namely, 
on  account  of  the  knee-chest  posture  and  the  widely  dis- 
tended bladder  the  blood  runs  down  into  this  vesical  reser- 
voir and  thus  avoids  the  necessity  of  constant  irrigation 
and  sponging;  the  actual  amount  of  bleeding  is  much  less 
in  this  position  than  in  the  dorsal  posture ;  the  field  of 
operation  is  more  convenient,  so  that  the  operator  works 
on  a  plane  below  or  in  front  of  him  and  not  above  him; 
the  tissues,   being  tense,    are   more  easily   handled   than 
tissues  that  are  flaccid  and  collapsing;   and,  lastly,  that 
when  the  vesical  and  vaginal  tissues  stretched  in  this  way 
are  incised  they  tend  to  slide  apart  in  different  planes. 

Thus  it  is  seen  that  these  inaccessible  fistulse  have  been 
attacked  by  both  the  vaginal  and  abdominal  routes  with 
many  variations  in  technic  to  suit  the  special  conditions 
in  each  individual  case. 

Trendelenburg's  transvesical  method,  and  also  Von  Dit- 
tel's,  have  been  much  in  vogue  since  their  appearance,  and 
are  probably  more  frequently  resorted  to  in  these  inaccess- 
ible cases  than  the  vaginal  route.  At  the  best  the  supra- 
pubic operations  are  severe  and  extensive,  and  also  give 
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a  greater  mortality  than  the  vaginal  operations.  In  many 
cases  they  are  rendered  very  difficult,  owing  to  fat  abdom- 
inal walls. 

The  writer  has  successfully  attacked  this  problem  by  the 
vaginal  route  in  the  two  cases  herein  reported,  and  the 
guiding  principles  in  the  technic  employed  were  (1)  the 
thorough  and  extensive  separation  of  the  bladder  base  from 
the  anterior  vaginal  wall  and  then  from  the  adhesions 
above  the  vaginal  vault,  and  (2)  the  displacement  of  the 
now  movable  bladder  downward  through  the  large  vaginal 
incision  so  as  to  bring  the  fistulous  opening  within  easy 
reach. 

Case  I. — Miss  E.  L.,  aged  forty-seven  years,  first  came 
under  my  care  in  September,  1902,  having  been  referred 
to  me  by  Dr.  De  Garmo.  She  was  a  large,  stout  woman. 
Examination  disclosed  well-advanced  epithelioma  of  the 
cervix.  The  cervix  was  greatly  enlarged,  of  normal  shape, 
and  of  a  dark  purplish  color.  On  making  moderate 
pressure  with  the  finger  the  external  surface  broke 
through,  showing  that  the  disease  had  completely  destroyed 
the  interior  of  the  cervix,  leaving  the  external  surface  like 
a  shell,  thus  maintaining  its  contour.  No  macroscopic 
involvement  of  the  broad  ligaments  or  vaginal  vault  could 
be  determined.  On  September  12,  1902,  I  opened  the 
abdomen  and  removed  the  uterus  and  adnexa  by  an  ordi- 
nary panhysterectomy.  I  also  cauterized  the  cervical  site 
with  the  Paquelin  cautery  before  completing  the  operation. 
The  patient  made  a  speedy  recovery,  but  returned,  not 
unexpectedly,  seven  months  later  with  a  recurrence  of  the 
disease  in  the  vaginal  vault.  Examination  at  this  time 
showed  a  nodule  the  size  of  a  walnut  on  the  posterior 
surface  of  the  bladder  and  base  of  the  broad  ligament. 
On  April  10,  1903,  I  reluctantly  operated,  removing  the 
nodule,  after  opening  the  vaginal  vault  and  dissecting  as 
much  of  the  cicatricial  tissue  away  as  possible.     I  then 
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cauterized  the  whole  of  the  area  as  much  as  I  dared,  having 
in  mind  the  proximity  of  the  bladder.  After  I  had  left  the 
hospital  the  patient  had  a  severe  hemorrhage  from  the 
base  of  the  broad  ligament,  which  was  arrested  by  the 
application  of  clamps  by  Dr.  Boldt,  who  happened  to  be 
in  the  hospital  at  that  time.  I,  of  course,  had  no  idea 
of  doing  more  than  a  palliative  operation  at  this  time, 
with  the  idea  of  prolonging  her  life  for  a  few  months,  but 
when  I  tell  you  that  she  is  alive  and  in  perfect  health 
today,  nearly  eight  years  after  the  original  operation,  it 
emphasizes  the  great  importance  of  the  teachings  of  the 
late  Dr.  Byrne,  of  this  Society,  as  to  the  value  of  the 
cautery  in  malignant  diseases  of  the  uterus.  The  cautery 
undoubtedly  saved  this  woman's  life,  but  at  the  expense 
of  her  bladder,  as  a  few  days  after  the  operation  she  devel- 
oped a  vesicovaginal  fistula  which  opened  into  the  vault. 
The  patient  would  not  consent  to  an  attempt  at  closure 
of  the  fistula  until  May,  1906.  The  fistula  presented 
a  small  opening  at  the  top  of  the  vagina,  and  with  the 
patient  in  Sims'  position  an  attempt  to  close  it  was  made 
by  making  a  crucial  incision  and  a  dissection  of  the 
vaginal  flaps  at  the  site  of  the  fistula,  in  order  to  make 
the  bladder  accessible,  but  the  exposure  was  unsatisfactory 
and  the  vaginal  route  was  abandoned  for  the  suprapubic. 
The  very  fat  abdominal  walls  and  the  dense  adhesions  of 
the  rectum  and  posterior  surface  of  the  bladder,  the  result 
of  the  extensive  cauterization  at  the  previous  operations, 
compelled  an  abandonment  of  this  method  also,  as 
decidedly  less  advantageous  than  the  vaginal  route  in  this 
case.  So  a  return  was  made  to  the  original  operation,  and 
the  fistula  closed  very  imperfectly,  as  shown  a  few  days 
later  when  a  complete  failure  resulted. 

I  lost  track  of  the  patient  after  this,  and  supposed  she 
had  succumbed  to  the  original  disease,  but  in  May,  1909, 
she  returned  to  me  in  good  health,  and  showing  no  evidence 
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of  recurrence  whatsoever.  Her  condition  was  pitiable, 
however,  her  thighs  and  external  genitals  were  excoriated 
and  in  a  distressing  state,  due  to  the  constant  dribbling  of 
urine.  She  had  been  unable  to  retain  her  position  in  a 
department  store,  owing  to  the  uriniferous  odor,  and  she 
was  ready  to  again  try  for  relief.  She  was  still  very 
stout,  having  increased  her  weight,  if  anything,  and  was 
now  about  fifty-five  years  of  age.  The  vagina  was 
markedly  contracted,  due  to  atrophic  changes,  and  the 
tissues  were  less  elastic  than  at  the  previous  operations, 
and  the  case,  owing  to  the  smallness  of  the  vagina,  was 
even  less  favorable  than  before.  I  operated  as  follows :  I 
first  made  deep  paravaginal  incisions  in  each  vaginal 
sulcus,  severing  the  anterior  fibres  of  the  levator  ani 
muscle,  as  advocated  by  Schuchardt.  This  at  once  ren- 
dered the  vaginal  vault  much  more  accessible.  I  then 
made  an  incision  from  just  below  the  external  meatus, 
extending  up  the  middle  line  of  the  anterior  vaginal  wall 
to  the  fistulous  opening  in  the  vaginal  vault,  and  con- 
tinued this  incision  on  the  posterior  vaginal  wall  for  about 
two  centimetres  beyond  the  fistula.  A  transverse  incision 
was  made  at  right  angles  to  the  above,  extending  to  the 
extreme  limits  of  the  vaginal  vault  and  passing  through 
the  fistula.  The  separation  of  the  anterior  vaginal  wall 
from  the  bladder  was  then  begun  at  the  extreme  outer  end 
of  the  incision  just  posterior  to  the  external  meatus  and 
continued  after  the  manner  familiar  to  you  all  in  the 
newer  radical  operations  for  cystocele  (see  Fig.  1). 
This  dissection  of  the  vaginal  flaps  was  carried  out  very 
widely  and  thoroughly,  completely  separating  the  bladder 
in  its  lower  attachment  to  the  vagina  before  extending 
the  dissection  upward  toward  the  region  of  the  fistula  with 
its  surrounding  adhesions.  I  believe  this  to  be  an  import- 
ant point  in  the  technic  which  makes  for  success  in  this 
type  of  case.     The  line  of  cleavage  between  the  bladder 
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wall  and  the  lower  vagina  was  easily  found,  as  it  was  free 
from  adhesions;  then,  when  this  was  established,  it  was 
comparatively  easy  to  follow  up  this  plane  to  the  region 
of  the  adhesions,  and  it  allowed  of  their  separation  by 
tearing  or  cutting  with  scissors,  with  a  fair  degree  of 
safety  until  the  bladder  was  completely  loosened  from 
the  vaginal  vault.  It  is  important  to  make  the  lateral  dis- 
section of  the  bladder  as  wide  as  possible  at  the  vault  to 
insure  success  in  the  next  step  of  the  operation,  which 
was  to  dislocate  the  bladder  downward  and  outward 
through  the  incision  in  the  anterior  vaginal  wall.  To 
accomplish  this  purpose,  I  utilized  a  straight  male  sound, 
N^o.  28,  French  scale,  which  was  passed  into  the  bladder 
through  the  urethra  and  used  as  a  lever  to  displace  the 
organ.  (See  Fig.  2.)  It  was  surprising  how  far  down 
the  base  of  the  bladder  could  be  brought  in  spite  of  the 
extensive  adhesions  above.  The  fistula  was  thus  made 
easily  accessible,  and  the  opening  was  closed  with  inter- 
rupted No.  1  chromic  catgut  sutures  without  further  denu- 
dation of  its  edges.  These  sutures  penetrate  the  muscular 
coat  of  the  bladder  only,  and  have  the  effect  of  turning  in 
the  edges  of  the  fistula.  The  vaginal  incision  was  then 
closed  with  silk  wormgut  sutures,  being  careful  to  catch 
the  base  of  the  bladder  to  one  side  of  the  line  of  sutures 
closing  the  fistula,  in  order  to  avoid  the  dead  space  and  to 
bring  the  lines  of  suturing  in  different  positions.  The 
paravaginal  incisions  were  then  sutured  and  a  self-retain- 
ing catheter  inserted.  The  result  was  perfect,  and  remains 
so  at  the  present  time. 

Case  II. — Mrs.  H.  W.,  aged  thirty-four  years,  was 
admitted  to  my  service  at  the  Post-Graduate  Hospital  in 
March,  1909,  with  epithelioma  of  the  cervix.  This  patient 
was  also  very  fat  and  difficult  to  examine.  As  the  uterus 
was  movable,  it  was  thought  that  she  might  be  given  the 
benefit  of  a  radical  operation.     I  accordingly  opened  the 
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abdomen  and  did  a  panhysterectomy,  making  an  extensive 
dissection  of  the  ureters  and  removed  as  much  of  the 
broad  ligament  and  vaginal  tissue  as  possible  after  the 
method  of  Wertheim.  In  dissecting  out  the  right  ureter 
I  found  it  completely  surrounded  with  a  carcinomatous 
nodule  where  it  entered  the  bladder.  As  this  nodule  in- 
volved the  bladder  wall,  I  deemed  it  best  to  resect  that 
portion  of  the  bladder  just  superior  to  the  insertion  of  the 
ureter.  I  closed  this  rather  large  opening  in  the  bladder 
with  chromic  catgut  sutures  and  provided  vaginal  drain- 
age. The  patient  made  a  good  recovery,  but  was  left  with 
a  vesicovaginal  fistula  in  the  cicatrix  of  the  vaginal  vault. 
Seven  months  later  she  returned  to  have  the  fistula  closed. 
She  had  gained  in  weight  and  was  feeling  well,  but  there 
were  undoubted  evidences  of  induration  in  the  vault, 
showing  a  recurrence  of  the  disease.  I  operated  solely 
with  the  idea  of  making  her  comfortable  during  the  few 
months  she  would  have  left  to  live,  and  I  adopted  the 
same  plan  of  operation  as  in  Case  I.  The  dissection  was 
very  difllcult  and  tedious  in  this  case,  owing  to  the  recur- 
rence of  the  disease,  which  was  plainly  beyond  surgical 
relief.  The  patient  had  a  perfect  result  so  far  as  the  cure 
of  the  fistula  was  concerned. 

If  the  vaginal  route  is  the  one  chosen,  the  chief  essential 
to  success  is  the  thorough  freeing  of  that  portion  of  the 
bladder  which  is  intimately  adherent  to  the  scar  tissue 
above  the  vaginal  vault.  This  is  where  the  greatest  diffi- 
culty lies,  especially  if  the  cautery  has  been  freely  used, 
as  in  the  first  case  I  report.  The  point  in  the  technic 
which  I  wish  to  emphasize  is,  that  in  separating  the 
bladder  base  from  the  vagina,  the  dissection  should  com- 
mence at  the  outer  end  of  the  incision  near  the  urethra 
(as  indicated  on  Fig.  1),  where  there  is  absence  of  scar 
tissue,  and  where  it  is  a  simple  matter  to  find  the  line  of 
cleavage  between  the  bladder  wall  and  the  vagina.     This 
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having  been  established  the  separation  is  carried  upward 
and  outward  until  the  cicatricial  tissue  in  the  region  of 
the  fistula  is  encountered,  when  the  dissection  progresses, 
partly  by  tearing  and  partly  by  snipping  with  scissors, 
with  a  fair  degree  of  safety  by  reason  of  the  line  of 
cleavage  having  been  first  established,  and  by  the  use  of  a 
sound  in  the  bladder  as  a  guide.  If  care  and  patience  are 
taken  to  free  the  bladder  laterally  to  the  utmost  limit,  not 
only  at  the  vaginal  vault,  but  also  the  length  of  the  ante- 
rior vaginal  wall,  the  next  procedure  of  dislocating  the 
bladder  downward  and  outward  through  the  wide  vaginal 
incision  by  means  of  a  sound  in  the  bladder,  will  be 
greatly  facilitated.  The  employment  of  an  instrument 
introduced  into  the  bladder  to  bring  its  posterior  wall 
within  reach  and  to  act  also  as  a  counterpoint  has  been 
advocated  by  Pasteau,  of  France,  and  he  has  devised  a 
special  instrument  for  that  purpose,  but  I  can  see  little 
or  no  advantage  in  it  over  the  ordinary  straight  male 
sound. 

To  recapitulate:  The  important  steps  which  lead  to  a 
successful  result  in  the  method  I  have  employed  are, 

1.  The  differentiation  from  a  ureteral  fistula  by  disten- 
tion of  the  bladder  with  an  aniline  solution. 

2.  The  employment  of  deep  paravaginal  incisions,  as 
described  by  Schuchardt. 

3.  A  longitudinal  incision  on  the  anterior  vaginal  wall 
from  urethra  to  vaginal  vault  through  the  fistula  and 
extending  into  the  posterior  vaginal  wall  and  a  lateral 
incision  extending  the  full  width  of  the  vaginal  vault. 

4.  The  thorough  separation  of  the  base  of  the  bladder 
from  the  entire  anterior  vagina  and  vaginal  vault,  being 
careful  to  commence  the  dissection  in  the  lower  vagina, 
where  there  is  an  absence  of  scar  tissue,  to  establish  the 
line  of  cleavage. 
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5.  Evisceration  of  the  bladder  into  the  vagina  by  means 
of  a  sound  or  similar  instrmnent  passed  through  the 
urethra. 

6.  The  closure  of  the  opening  in  the  bladder  separately 
from  the  vaginal  incision. 

I  have  not  reported  the  method  adopted  in  these  cases 
with  the  idea  of  presenting  anything  new.  The  principles 
involved  have  been  utilized  by  many  before,  but  as  success 
in  the  individual  cases  is  frequently  dependent  upon  the 
particular  technic  employed  in  carrying  out  such  prin- 
ciples, I  have  endeavored  to  point  out  such  details  as  have 
appeared  to  me,  in  my  experience,  to  be  essential.  ISTeither 
do  I  wish  to  convey  the  idea  that  all  difficult  cases  can  be 
cured  by  carrying  out  this  technic;  but  as  more  men 
become  adept  in  the  modern  operations  for  cystocele,  the 
more  easily  will  they  be  able  to  close  these  difficult  fistulas 
by  technic  similar  to  that  described  above.  To  my  mind 
it  is  a  less  difficult  and  safer  method  than  the  employment 
of  the  knee-chest  posture,  as  has  been  suggested  by  Dr. 
Kelly,  and  less  dangerous  and  severe  than  the  suprapubic 
operations.  The  method  to  be  employed  in  each  case  must 
be  determined  by  careful  study  of  the  conditions  present. 
However,  the  less  heroic  the  operation  the  better,  provided 
it  allows  of  a  fair  chance  of  success;  therefore,  I  believe 
the  vaginal  route  should  be  tried  first,  and  if  unsuccessful 
suprapubic  methods  may  then  be  resorted  to. 
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DISCUSSION. 


Dr.  J.  Wesley  Bovee. — I  have  had  a  few  experiences  of 
this  kind  following  complete  hysterectomies.  Some  are 
long  fistulas  extending  up  the  vagina.  One  I  remember  dis- 
tinctly was  a  case  that  had  come  under  the  observation 
of  a  physician  in  a  neighboring  city.  He  had  done  a  hyster- 
ectomy on  this  patient  a  year  before,  and  she  came  back 
later  with  a  fistula  and  he  asked  me  to  operate  on  her  for  its 
closure,  believing  it  was  a  ureterovaginal  fistula.  The 
fistulous  tract  was  small,  and  the  leakage  correspondingly 
small.  He  supposed  from  the  amount  of  urine  that  it  was 
a  ureterovaginal  instead  of  a  vesicovaginal  fistula.  It  was 
determined  by  ordinary  methods  that  it  was  a  vesicovaginal 
fistula  with  the  opening  high  up  posteriorly.  In  this  and  in 
three  other  cases  I  followed  a  plan  similar  to  the  one  Dr. 
Ward  has  described,  except  I  did  not  make  paravaginal 
incisions.  I  did  not  think  it  was  necessary  because  there  was 
abundant  working  space  in  the  vagina.  This  does  nicely  for 
the  vesicovaginal  fistulae  we  find  posteriorly  in  these  cases; 
but  there  is  another  class  of  vesicovaginal  fistulae  in  which 
I  have  failed  in  operating  through  the  vagina,  and  that  is, 
in  those  where  the  opening  in  the  vagina  is  lateral.    I  have 
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one  case  in  which  I  have  done  two  operations,  failing  in 
both  to  close  the  fistulous  tract,  there  being  a  large  opening 
in  the  bladder  laterally.  In  that  class  of  cases  I  think  we 
will  have  to  deal  with  them  supra  pubic  ally.  So  far  as  the 
contamination  of  the  urine  in  placing  the  sponges  in  the 
peritoneal  cavity  is  concerned,  I  think  if  we  make  a  careful 
examination  of  the  urine  and  find  it  is  normal,  we  need  not 
have  any  fear  whatever  of  a  little  urine  being  in  the  peri- 
toneal space  during  the  operation. 


THE  INFLUENCE  OF  THE  TRENDELENBURG 

POSITION  ON  THE  QUANTITY  OF  URINE 

EXCRETED  DURING  ANESTHESIA. 


By  J.  Wesley  Bovee,  M.D., 
Washington,  D.  C. 


At  the  meeting  of  this  Society  last  year  I  presented 
a  report  of  investigations  made  in  my  clinic  in  Columbia 
Hospital  for  Women  regarding  the  influence  on  renal 
activity  from  anesthesia  by  ether  and  by  chloroform  during 
surgical  operations.  I  had  not  then  thoroughly  studied 
the  variation  due  to  the  Trendelenburg  position,  but  re- 
corded my  having  been  greatly  impressed  by  it.  Eight 
cases  were  therein  noted  as  illustrative  and  5  cases  had 
been  especially  studied.  Having  recently  studied  8  cases 
of  ether  anesthesia  and  8  of  chloroform,  I  offer  you  my 
report  on  those  observations.  I  believe  the  results  demon- 
strate that  almost  no  urine  is  received  in  the  bladder  while 
the  Trendelenburg  position  is  being  employed. 

Technic.  The  quantity  of  urine  for  a  twenty-four- 
hour  period  fairly  remote  from  the  operation  was  obtained. 
Care  was  used  to  secure  this  knowledge  without  such  influ- 
ences as  undue  excitement,  abnormal  intake  of  fluids  or 
catharsis.  Their  usual  diet  was  continued  until  about 
twelve  to  fourteen  hours  before  operation.  During  this 
twelve  to  fourteen  hours  liquid  food  in  very  limited  quan- 
tities was  given.     The  bowels  were  moved  two  or  three 
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times,  the  last  by  an  enema,  and  nothing  but  the  one  anes- 
thetic given.  No  morphine,  atropine,  or  other  drug  was 
used,  nor  was  salt  solution  in  any  manner  employed.  The 
bladder  was  emptied  by  catheter  when  the  administration 
of  the  anesthetic  began,  and  when  about  to  place  the  patient 
in  the  Trendelenburg  position  the  clamp  was  removed 
from  the  permanent  catheter  and  the  bladder  emptied.  At 
the  end  of  each  fifteen  minutes  of  the  time  the  patient  was 
in  this  position  the  bladder  was  drained.  This  was  facili- 
tated by  the  fingers  pressing,  intraperitoneally,  upon  the 
bladder.  The  urine  was  drawn  immediately  after  the 
patient  was  returned  to  the  horizontal  position,  and  at  the 
end  of  each  subsequent  fifteen-minute  period  during  the 
administration  of  the  anesthetic  as  well  as  when  the  anes- 
thetic was  stopped.  The  head  nurse  of  the  operating  room. 
Miss  Pugh,  was  very  accurate,  and  greatly  interested  in 
this  feature  of  the  work.  During  the  following  two  days 
the  urine  was  carefully  measured,  usually  every  fifteen 
minutes  of  the  first  two  hours,  by  means  of  the  permanent 
catheter. 

In  some  of  the  cases  in  the  table  it  will  be  noted  that 
following  the  operation  no  urine  was  excreted  during  the 
hour  and  a  quarter  subsequent  to  the  end  of  the  operation. 
In  each  instance  at  the  end  of  twenty-four  hours  the  quan- 
tity and  quality  were  practically  normal.  In  the  chloro- 
form series  two  patients  excreted  unusually  large  quan- 
tities during  the  early  part  of  the  anesthetic,  one  144  c.c. 
in  thirty-five  minutes  and  the  other  168  c.c.  in  thirty-six 
minutes.  These  two  cases  extravagantly  increase  the 
average  amount  for  fifteen  minutes  to  22  c.c,  which  is 
greatly  in  excess  of  the  average  (8.2)  for  the  other  six 
cases  of  the  series.  This  gives  a  striking  difference  on 
the  chart. 

In  the  paper  of  last  year  I  mentioned  the  marked  low- 
ering of  the  rate  of  urinary  flow  in  the  Trendelenburg 


J.  WESLEY  BOVEE 


445 


position,  estimating  it  at  32  per  cent.  In  the  series  now 
submitted  the  decrease  is  for  ether  58  per  cent,  and  for 
chloroform  93  per  cent.  The  decrease  in  the  chloroform 
series  is  very  much  exaggerated,  though  in  the  six  cases 
(omitting  Cases  II  and  VIII)  of  the  series  in  which  the 
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Explanation  of  Table  I. — The  first  series  is  ether  anesthesia 
and  the  second  chloroform.  The  letter  a  signifies  the  case 
number;  ft,  the  cubic  centimeters  of  urine  for  twenty-four  hours; 
c,  the  number  of  minutes  elapsed  from  the  beginning  of  the 
administration  of  the  anesthetic  to  the  placing  of  the  patient 
in  the  Trendelenburg  position.  The  amount  of  urine  excreted 
during  that  period  is  given  in  column  d.  The  amount  excreted 
during  the  employment  of  the  Trendelenburg  position  is  repre- 
sented in  fifteen-minute  periods  by  the  e  1,  2,  3,  and  4,  and  / 
the  exact  number  of  minutes  that  position  was  used,  while  g 
represents  the  amount  of  urine  drawn  from  the  bladder  when 
the  patient's  position  was  changed  back  to  the  horizontal.  The 
number  of  minutes  the  anesthetic  was  administered  after  using 
the  Trendelenburg  position  is  noted  in  column  h,  while  the 
average  amount  excreted  during  each  fifteen  minutes  of  that 
period  is  found  in  column  I.  fc  1,  2.  3,  4,  and  5  represent  urine 
quantities  for  the  five  periods  of  fifteen  minutes  each  after  the 
anesthetic  was  stopped.  In  every  case  the  amount  of  urine 
became  normal  not  later  than  twenty-four  hours  after  operation. 
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flow  before  using  the  Trendelenburg  position  was  about 
normal  the  decrease  was  82  per  cent.  It  might  be  said, 
therefore,  that  while  the  patient  is  in  the  Trendelenburg 
position  the  percentage  of  decrease  in  the  excretion  of 
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Explanation  of  Chabt. — The  figures  at  the  left  of  the  chart 
indicate  quantity  of  urine  for  fifteen-minute  periods,  and  the 
letters  across  the  top  of  it  refer  to  the  corresponding  columns 
in  Table  I.  The  dotted  lines  represent  the  chloroform  series  and 
the  straight  the  ether  series.  It  will  be  noted  that  in  both  series 
(ether  1.9  and  chloroform  1.5)  the  current  of  urine  in  the 
Trendelenburg  position  suddenly  comes  down  at  the  beginning 
to  below  2  cubic  centimeters  per  fifteen  minutes,  and  at  once 
raises  when  the  patient  is  taken  out  of  that  position. 

urine  is  58  per  cent,  in  the  ether  anesthesia,  and  82  per 
cent,  in  anesthesia  bj  chloroform.  That  this  great  de- 
crease is  not  even  in  moderate  degree  due  to  urine  being 
retained  in  the  renal  pelves  is  clear,  for  the  rate  of  flow 
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subsequent  to  the  changing  of  the  patient  to  the  horizontal 
is  not  suddenly  greatly  increased,  being  but  slightly  in- 
creased in  the  ether  series,  a  little  more  in  the  chlororform 
series,  and  not  for  an  hour  and  a  quarter  reaching  a  rate 
in  excess  of  that  of  the  period  preceding  the  use  of  the 
Trendelenburg  position.  ISTor  can  it  be  said  that  the 
bladder  was  not  satisfactorily  drained  by  the  catheter, 
inasmuch  as  the  fluctuations  were  always  gradual  and 
never  sudden,  except  when  changing  to  or  from  the  Tren- 
delenburg position. 

If  it  can  be  concluded  that  the  renal  function  is  greatly 
lessened  while  the  patient  is  in  the  Trendelenburg  posi- 
tion, then  the  dangers  of  that  position  is  at  once  appre- 
ciated. In  renal  inefficiency,  cardiac  and  arterial  lesions 
it  would  seem  the  use  of  the  Trendelenburg  position  would 
introduce  a  special  element  of  danger,  and  this  less  marked 
when  ether  was  used  than  when  chloroform  was  employed 
as  the  anesthetic. 


DISCUSSION. 


Dr.  Reuben  Peterson. — This  paper  is  an  exceedingly 
valuable  one.  Of  course,  we  will  be  in  a  better  position  to 
judge  of  the  details  when  we  have  had  an  opportunity  of 
reading  the  entire  paper. 

Long  ago  I  came  to  the  conclusion  that  the  Trendelenburg 
position  in  many  cases  was  a  snare  and  a  delusion.  Especially 
was  this  true  in  the  case  of  fat  women  upon  whom  I  was 
endeavoring  to  do  the  Wertheim  operation.  So  much  was 
this  the  case  that  I  gave  up  doing  this  operation  on  this  class 
of  patients.  My  mortality  was  so  bad,  and  I  was  so  ashamed 
of  my  results,  that  I  ceased  operating  on  women  who  were 
beyond  a  certain  weight.  I  attributed  it  to  the  fact  that 
the  great  mass  of  omental  fat  pressed  the  diaphragm  upward 
and  so  interfered  with  the  heart  that  it  added  to  the  shock 
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in  these  cases.  If  Dr.  Bov^e's  observations  are  correct,  and 
the  Trendelenburg  position  stops  in  any  way  the  secretion 
of  urine,  we  can  see  at  once  how  in  these  cases  of  the 
Wertheim  operation,  particularly  where  it  is  prolonged,  the 
position  must  be  given  up  in  part. 

I  have  carried  out  my  cHnical  observations  to  such  an 
extent  that  when  doing  any  severe  operation,  I  put  the 
patient  in  the  Trendelenburg  position,  pack  the  intestines 
clear  from  my  field  of  operation,  and  then  bring  the  patient 
into  almost  a  horizontal  position.  By  such  a  procedure  I 
have  had  less  shock  with  heavy  women  than  when  I  used 
the  exaggerated  Trendelenburg  position. 

Dr.  I.  S.  Stone. — Without  any  special  study  of  this 
question  prior  to  its  presentation  this  morning  by  Dr. 
Bovee,  I  suggest  that  the  size  of  the  pelvis  of  a  kidney  may 
exceed  20  c.c.  capacity.  It  shows  it  might  be  due  to  a 
difference  in  the  output  of  urine  during  the  operation  while 
the  patient  is  in  the  Trendelenburg  position.  That  obser- 
vation could  be  corrected  if  the  patient's  position  has  been 
lowered  by  the  extra  amount  of  urine  which  would  be  in  the 
bladder  and  can  be  caught  by  the  catheter,  after  the  patient 
was  brought  back  to  the  horizontal  position.  Lawson  Tait 
was  the  first  to  claim  that  there  was  no  urine  secreted  during 
operations.  He  was  the  first  man  to  suggest  that  anesthesia 
prevented  the  excretion  of  urine.  This  idea  of  Tait's  is 
maintained  at  the  present  time  by  a  few.  It  is  beheved  that 
there  is  a  suppression  of  urine  on  account  of  ether  or  chloro- 
form. I  think  Dr.  Bovee  will  discover  the  missing  urine  in 
the  pelvis  of  the  kidney. 

I'or  my  part,  I  am  sorry  to  hear  Dr.  Peterson  condemn 
the  Trendelenburg  position.  I  was  a  long  time  in  adopting 
it  in  my  own  work,  but  we  might  just  as  well  give  up  certain 
pelvic  dissections  in  which  we  try  to  clear  the  pelvis  of  cancer, 
and  expose  ureters,  and  tie  bloodvessels  if  we  cannot  have 
the  use  of  that  position.  That  position  is  absolutely  indis- 
pensible  for  work  of  this  kind,  and  I  am  surprised  that  so 
good  a  man  as  our  President-elect  has  given  it  such  a  blow. 

Dr.  Bovee  (closing). — I  want  to  say  just  a  word  for  the 
benefit  of  Dr.  Stone.  I  stated  that  this  marked  change  in  the 
excretion  of  urine  was  not  to  be  accounted  for  as  having 
accumulated  in  the  pelvis  of  the  kidney,  inasmuch  as  the 
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flow  of  urine  after  the  patient  was  let  down  from  the  Trendel- 
enburg position  increased  gradually.  We  expected  a  backing 
of  the  urine  to  the  pelvis  of  this  kidney,  and  that  as  soon 
as  she  was  let  down  it  would  be  emptied  out,  or  in  the  course 
of  fifteen  minute  periods  the  contents  in  the  pelvis  of  the 
kidney  would  be  emptied  out,  and  this  would  be  evidence  of 
the  increased  quantity  we  got  by  the  catheter,  but  no  such 
amount  occurred.  The  increase  was  gradual  for  the  next 
several  fifteen  minute  periods,  and  in  my  paper  will  appear 
a  chart  showing  how  that  was  in  these  cases. 


Gyn  Soo  a9 


THE    POSTOPEEATIVE    TEEATMENT    OF    AB- 
DOMINAL SECTION  FOE  PELVIC  DISEASE 
WITH  ESPECIAL  EEFEEENCE  TO 
EAELY   EISING   AND   THE 
USE  OF  ESEEINE. 


By  Brooks  H.  Wells,  M.D., 
'New  Yorli  City. 


We  are  all  of  us  fettered  by  the  bonds  of  tradition,  and 
to  an  extent  that  we  seldom  realize,  governed  by  pre- 
cedent. In  the  management  after  operation  of  our  cases 
of  abdominal  section  for  pelvic  disease  this  has  been  es- 
pecially emphasized  in  the  length  of  time  we  have  thought 
it  necessary  to  keep  our  patients  jQat  on  their  backs  in  bed. 
Many  little  incidents  that  we  can  all  recall  should  have 
shown  the  lack  of  necessity  for  this  belief.  You  all  re- 
member how  soon  Mrs.  Crawford,  McDowell's  first 
ovariotomy,  got  out  of  bed. 

Fourteen  years  ago  a  hospital  in  which  I  had  a  number 
of  patients  on  whom  I  had  within  a  few  days  performed 
abdominal  section  for  serious  intrapelvic  conditions, 
caught  fire  and  was  filled  with  smoke.  In  their  terror  the 
patients  got  out  of  bed,  ran  dovsna  stairs  from  the  fifth 
floor,  were  taken  out  of  a  snowy  street  in  ambulances  to 
other  hospitals,  and,  strange  as  it  may  have  seemed  then, 
all  recovered  without  the  slightest  ill  effect.  Then  we 
have  all  had  patients  who,  in  the  absence  of  the  nurse, 
have  gotten  out  of  bed  soon  after  operation  to  get  a  drink 
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of  water  or  go  to  the  toilet,  and  no  harm  has  resulted.  In 
spite  of  the  obvious  lesson  we  might  have  learned  from 
facts  like  these  most  of  us  have  gone  on  as  we  were  taught 
in  the  days  when  the  technic  of  the  abdominal  incision  and 
its  closure  was  less  perfect,  when  infected  wounds  were 
more  common,  and  when  there  might  have  been  better 
reason  for  the  enforced  rest. 

I  had  gradually  shortened  the  period  of  compulsory  con- 
finement to  bed  and  allowed  the  patients  to  turn  about  as 
they  pleased  until  some  three  years  ago  I  was  impressed  by 
the  comparatively  quick  and  easy  convalescence  of  a  num- 
ber of  cases  operated  on  by  Dr.  Boldt  and  allowed  to  get 
out  of  bed  almost  immediately  after  operation. 

In  order  to  form  an  opinion  of  my  own  concerning  the 
advantages  and  disadvantages  of  this  extreme  method  I 
have,  for  some  time,  systematically  advocated  the  early 
getting  out  of  bed  of  the  patients  operated  on  by  abdominal 
section  in  my  clinic  at  the  'New  York  Polyclinic  Hospital, 
where  the  material  urgently  needing  care  is  far  in  excess 
of  the  beds  available. 

It  is  to  record  the  results  obtained  since  January  1, 
1908,  in  a  consecutive  group  of  cases  that  this  paper  is 
written,  and,  therefore,  it  does  not  include  sections  made 
in  other  hospitals,  or  on  private  patients,  though  they  are 
treated  in  substantially  the  same  way  and  with  gratifying 
results. 

The  early  getting  up  was  begun  with  gTeat  fear  of  ill 
happenings  and  was  subjected  to  sharp  criticism,  but  the 
end  has  shown  no  serious  harm  to  any  one  and  appreciable 
benefit  to  the  majority. 

These  patients  are  all  first  seen,  examined  and  treated 
at  the  dispensary,  so  that  we  have  knowledge  of  their 
kidneys,  hearts,  lungs,  and  stomachs,  as  well  as  of  the 
pelvic  and  abdominal  conditions.  Then,  if  operation  is 
considered  necessary  and  advisable,  they  are  admitted  to 
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the  hospital  and  prepared;  the  preparation  consisting, 
usually,  of  a  dose  of  castor  oil  rubbed  up  with  calcined 
magnesia  early  on  the  morning  of  the  day  preceding  the 
section,  followed  later  by  an  enema  and  the  preparation  of 
the  skin  covering  the  field  of  operation.  Severe  purging 
is  avoided  as  being  unnecessary  and  weakening.  There 
is  no  doubt  that  it  often  increases  the  tendency  to  bowel 
distention  by  gas,  that  it  is  a  source  of  great  discomfort  to 
the  patient,  and  that  it  increases  postoperative  intestinal 
atony,  nausea,  and  vomiting.  Only  rarely  are  patients 
held  in  the  hospital  for  more  than  twenty-four  hours  before 
operation. 

The  operation  field  is  so  prepared  that  unnecessary  time 
is  not  lost  in  completing  the  cleansing  while  the  patient  is 
under  the  anesthetic.  At  first  the  usual  scrub,  soap  poul- 
tice, and  bichloride  dressing  was  used,  but  during  the  past 
few  months  the  following  procedure  has  proved  more  satis- 
factory. The  evening  before  operation  the  abdomen  is 
shaved  and  scrubbed  with  gauze  and  tincture  of  green  soap 
and  warm  water.  The  soapy  water  is  carefully  washed  off 
and  the  skin  dried  with  alcohol,  painted  with  tincture  of 
iodine  and  covered  with  dry  sterile  gauze.  When  the 
gauze  is  removed  before  operation  the  skin  is  again  painted 
with  iodine. 

A  moderate  Trendelenburg  position  is  used  in  all  cases 
except  acute  appendicitis.  Ko  rough  handling  or  sponging 
of  peritoneal  surfaces  is  allowed.  Where  it  is  necessary  to 
hold  back  intestines,  or  to  protect  them  from  probable  in- 
fection, broad  gauze  pads  wrung  out  of  warm  normal  salt 
solution  are  used;  otherwise  gauze  is  kept  out  of  the 
peritoneal  cavity. 

Vessels  are  ligated  before  being  divided  and  clamps  are 
almost  never  applied  except  to  tissues  that  are  to  be  re- 
moved; the  writer  believing  that  this  is  an  important 
means  in  avoiding  thrombosis.    N'umber  two  Van  Horn  or 
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Sawtell  plain  catgut  is  used  in  the  peritoneal  cavity  except 
for  the  suture  of  intestine,  where  silk  or  celluloid  linen  is 
used,  or  for  the  ligation  of  the  appendix,  where  number 
two  ten-day  gut  is  employed  and  the  stump  is  touched  with 
pure  carbolic  acid.  An  extended  experience  with  the 
purse-string  suture  and  with  simple  ligation  has  convinced 
the  writer  that  the  simpler  technic  is  equally  efficient  and 
safe. 

The  abdominal  wound  is  closed  in  layers,  with  number 
two  plain  gut  for  peritoneum  and  muscle,  number  two  ten- 
day  chromic  for  fascia,  and  a  continuous  fine  silk  or  catgut 
for  skin.  Where  there  seems  danger  of  wound  infection, 
through-and-through  silkworm-gut  sutures  are  used  in 
median  incisions  in  addition  to  the  catgut  layer  sutures. 

Where  a  median  incision  is  used  the  abdominal  dressings 
are  held  in  place  by  a  many-tailed  bandage  of  adhesive 
plaster  snugly  applied.  This  bandage  is  an  important 
factor  in  the  possibility  of  the  early  rising  of  the  patient, 
and  its  application  requires  some  little  skill.  It  should 
be  applied  snugly  below  and  not  so  firmly  above,  so  as  to 
take  all  strain  off  the  abdominal  walls  when  the  patient 
stands  and  yet  allow  room  for  breathing. 

Before  the  patient  is  taken  off  the  table  she  is  given  a 
hypodermic  of  eserine  salicylate  gr.  1/40  and  atropine  sul- 
phite gr.  1/120.  This  is  found  to  have  a  very  positive 
effect  in  relieving  postoperative  pain  and  nausea,  in  pro- 
moting intestinal  peristalsis,  and  in  preventing  shock.  To 
get  the  best  effect  it  should  be  given  before  the  patient  is 
taken  from  the  operating-room.  When  it  is  used,  morphia 
is  seldom  needed  for  the  control  of  pain.  The  dose  of 
eserine  is  seldom  repeated  and  should  not  be  given  more 
than  twice  at  four-  to  six-hour  intervals  in  doses  of  1/60 
gr.  In  using  the  eserine  it  should  be  remembered  that, 
as  pointed  out  by  Craig,  it  is  easy  to  give  an  overdose  and 
that  an  overdose  may  paralyze  the  intestinal  coats  by  over- 
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stimulation  and  do  serious  harm.  It  should  also  be  re- 
membered that  when  there  is  actual  obstruction,  eserine 
is  dangerous.  When  given  in  the  doses  mentioned  and 
with  the  precautions  noted  above  we  have  never  seen  any 
ill  effects,  and  the  testimony  of  the  house  staff  and  assist- 
ants is  unanimous  that  the  patients  to  whom  it  is  given 
suffer  less,  have  less  nausea,  and  less  abdominal  distention 
than  others.  The  patients  usually  pass  from  the  anes- 
thesia into  a  quiet  and  fairly  comfortable  condition  for 
several  hours,  or  from  the  time  of  operation  (10  a.  m.) 
until  night,  so  that  they  do  not  suffer  so  much  from  the 
first  severe  pain  of  the  operation,  and,  if  then  they  are 
restless  so  that  it  is  necessary  to  give  a  sedative  to  secure 
sleep,  a  dose  of  ^  gr.  of  morphine  is  usually  sufficient. 
When  the  stomach  will  easily  retain  it,  sleep  and  freedom 
from  pain  is  often  best  secured  by  giving  in  place  of  the 
morphia  gr.  8  of  aspirine  with  gr.  5  of  verinol. 

If  there  is  vomiting,  water  is  given  freely  by  mouth 
and,  when  the  condition  will  admit,  the  head  and  shoulders 
are  raised.  To  relieve  shock,  to  promote  peristalsis,  to 
control  thirst,  and  to  supply  fluids,  a  half-pint  of  warm 
water  is  given  by  rectum  every  four  hours  for  six  times. 
An  ice-bag,  or  sand-bag  weighing  6  to  8  pounds,  placed 
just  above  and  over  the  symphysis,  gives  much  comfort, 
acting  as  a  splint  and  helping  to  keep  wound  surfaces 
closely  together.  The  bowels  often  move  without  medi- 
cation; if  they  do  not  move  by  the  third  day  calomel 
and  salts  or,  preferably,  castor  oil,  is  given.  As  a  rule, 
no  other  medication  or  treatment  is  employed. 

Early  feeding  is  considered  quite  important.  On  the 
morning  after  the  operation,  if  the  patient  feels  like 
eating,  she  is  allowed  cereals,  scraped  meat,  very  soft-boiled 
eggs,  or  crusts  of  stale  bread.  And,  with  a  clean  tongue, 
she  is  rapidly  worked  along  to  a  fairly  full  diet.  ISTo  milk 
is  allowed  until  patient  is  out  of  bed.     Should  the  urine 
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contain  much  indican  the  lactic  acid  bacillus  is  given  with 
food  both  before  and  after  operation. 

For  twenty-four  hours  the  patient  is  usually  most  com- 
fortable on  her  back,  but  is  allowed  to  be  turned  on  her 
side  by  the  nurse  if  she  wishes  it.  Sometimes  on  the  first, 
usually  on  the  second  or  on  the  third  day  after  operation, 
she  is  lifted  out  of  bed  into  a  chair  for  a  half-hour  in 
the  morning  and  afternoon,  and  after  simple  or  clean 
operations  is  lifted  out  of  bed  from  the  first  onto  a  com- 
mode to  pass  urine,  thus  avoiding  any  use  of  the  catheter. 
The  time  out  of  bed  is  gradually  increased,  as  the  patient's 
strength  increases,  to  an  hour  or  more  twice  a  day,  and 
the  patient  is  encouraged  to  take  a  few  steps,  so  that  by 
the  end  of  the  week  she  is  able  easily  and  usually  smilingly 
to  walk  from  the  ward  to  the  surgery  and  report  her  con- 
dition. 

It  is  found  that  getting  the  patient  out  of  bed  in  this 
way  encourages  her,  lessens  nausea,  promotes  an  earlier 
return  of  appetite,  increases  perstalsis,  makes  the  use  of 
the  catheter  seldom  necessary,  makes  the  bowel  movements 
easier  so  that  there  is  less  necessity  for  purgatives,  im- 
proves the  respiration,  lessens  the  tendency  to  pulmonary 
complications,  prevents  loss  of  muscle  tone,  and  greatly 
facilitates  a  rapid  convalescence. 

The  only  contraindications  we  have  found  it  necessary 
to  observe  are: 

First. — Shock  or  general  weakness,  as  expressed  in  a 
rapid  or  weak  heart,  so  that  we  might  fear  syncope  from 
the  upright  position. 

Second. — Cases  where,  with  a  long  median  incision, 
there  has  been  much  tension  in  bringing  together  the 
fascial  edges. 

Third. — Cases  that  develop  septic  temperatures  or  deep 
wound  infections. 

It  is  to  be  emphasized  that  getting  the  patients  out  of 
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bed  in  this  way  does  not  mean  that  thej  are  to  be  out  of 
bed  all  day,  or  are  to  be  allowed  to  go  to  work  in  a  week 
or  two  weeks,  or  that  they  are  not  to  have  the  benefit  that 
comes  from  rest  and  good  feeding;  but  it  does  mean  that 
the  little  periods  out  of  bed  greatly  help  toward  these 
desirable  ends.  Also  when  patients  are  sent  home  early 
from  the  hospital  they  are  to  be  kept  in  bed  most  of  the 
day  for  another  two  weeks,  or  longer  if  any  special  reason 
exists. 

With  these  precautions  we  have  not  seen  the  late  neu- 
rasthenic conditions  or  other  ill  results  that  have  been 
claimed  to  follow  early  rising. 

In  the  brief  report  of  the  cases  which  follow  great  care 
has  been  taken  to  ascertain  in  every  instance  possible  the 
end  results  of  the  operation  and  the  present  condition  of 
the  patient. 

These  patients  were  all  seen  and  operated  upon  by  my- 
self or  my  first  assistant  at  the  clinic,  Dr.  David  W.  Tovey, 
who  has  charge  during  the  summer  months  and  to  whom 
I  am  indebted  for  the  case  records  of  the  clinic,  in  which 
he  has  taken  especial  interest. 

The  following  table  gives  in  a  general  way  the  nature 
of  the  operations  performed,  the  mortality,  the  day  on 
which  the  patient  was  allowed  out  of  bed,  and  the  day 
she  went  out  of  hospital. 

For  the  sake  of  convenience  of  reference  the  brief  ab- 
stracts of  cases  which  follow  have  been  taken  out  of  their 
chronological  order,  broadly  arranged  in  groups  after  the 
plan  of  the  table,  and  then  numbered  consecutively. 
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CASES    WHERE    PANHYSTEEECTOMY    WAS    DONE. 

Case  I. — January  23,  1908.  McK.,  aged  forty-eight 
years.  Multipara.  Carcinoma  of  fundus  uteri.  Median 
incision.  Radical  panhysterectomy.  Up  on  fourth  day; 
home  on  twenty-second. 

Case  II.— March  21,  1908.  M.  T.,  age  forty-nine 
years.  Multipara.  Obese,  Irregular  bleeding  for  seven 
months.  Carcinoma  of  fundus  uteri.  Median  incision. 
Kadical  panhysterectomy.  Up  on  fourth  day;  home  on 
twenty-second. 

Case  III. — June  3,  1908.  E.  S.,  age  forty-five  years. 
Multipara.  Carcinoma  of  fundus  uteri.  Median  in- 
cision. Hysterectomy  (Wertheim) ;  no  pelvic  glands  re- 
moved. Morphia  1/4  grain  for  pain.  No  vomiting.  Up 
in  chair  in  p.  m.  On  second  day,  cereal,  toast,  scraped 
beef;  temperature  100  2/5°,  pulse  80,  bowels  moved. 
Home  on  tenth  day. 

Case  IV. — October  4,  1908.  B,  K.,  age  forty-six  years. 
Multipara.  Extensive,  very  soft  carcinoma  of  body  of 
uterus.  Median  incision.  Wertheim  hysterectomy  by 
Dr.  Wells.     Died  on  third  day  of  exhaustion. 

Case  V. — April  29,  1909.  K.  S.,  age  forty-one  years. 
Multipara.  Regular  menstruation  until  November,  when 
she  stopped.  Flowed  in  March,  again  April  15,  and  has 
flowed  since.  Uterus  enlarged  to  size  of  two  months' 
pregnancy.  Diagnosis,  carcinoma  or  incomplete  abortion. 
Curet  passed  into  uterus,  caused  profuse  bleeding  and 
brought  away  carcinomatous  tissue  from  fundus.  Cervix 
packed  and  sewed;  vagina  disinfected  with  iodine  and 
cut  around  an  inch  below  cervix.  Transverse  incision. 
Uterus  with  parametrium  removed  through  abdomen. 
Small  drain  left  in  vagina;  peritoneum  closed.  Sat  up 
on  third  day;  home  on  fourteenth.     January,  1910,  well. 
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Case  VI. — March  17,  1910.  R.  B.,  age  thirty-two  years. 
Multipara.  Curetted  by  Dr.  De  Gregory  for  supposed 
abortion;  microscope  showed  carcinoma.  He  sent  her  at 
once  to  my  service  for  operation.  Transverse  incision. 
Hysterectomy  (Wertheim).  Uterus  contained  bean-sized 
nodule  of  carcinoma  in  left  cornu.  Up  on  fourth  day. 
On  twelfth  day  perineum  repaired.  Home  on  eighteenth 
day.     July  20,  1910,  well. 

Case  VII.— June  17,  1909.  E.  B.,  age  thirty  years. 
Married.  Sterile.  Pain  and  bleeding  after  coitus  for 
three  months.  Uterus  pushed  forward  by  cystic  mass 
size  of  apple  on  left;  smaller  mass  on  right;  edge  of  os 
uteri  friable  and  bleeds  freely  when  touched.  Carcinoma 
of  cervix  (Jeffries).  Transverse  incision.  Ovarian  cysts 
removed.  Ureters  freed  and  uterus  with  parametrium  re- 
moved. One-sixth  grain  morphia  given  at  6  p.  m.  was 
followed  by  vomiting.  Pain  better  controlled  by  ice-bag 
to  abdomen.  Up  on  second  day  and  home  on  seventh. 
Present  condition :  feels  well  and  has  gained  10  pounds  in 
weight;  pelvis  free. 

Case  VIIL— March  11,  1909.  M.  P.,  age  forty-nine 
years.  Multipara.  Profuse  metrorrhagia  recurring  after 
curettage.  Uterus  small.  Transverse  incision.  Com- 
plete hysterectomy.  Specimen  showed  marked  endomyo- 
metritis, but  no  carcinoma  (Jeffries).  Sat  up  first  day; 
home  on  seventh;  wanted  to  go  home  before. 

Case  IX.— March  16,  1909.  A.  B.,  age  fifty-one  years. 
Persistent  slight  vaginal  bleeding  for  three  months.  Gen- 
eral condition  good.  Uterus  not  enlarged,  but  bimanual 
examination  caused  free  bleeding.  Microscopic  examina- 
tion of  scrapings  shows  glandular  irregularity  suspicious 
of  malignancy.  Transverse  incision.  Complete  hysterec- 
tomy with  removal  of  parametrium.  Was  given  three 
14-gi'ain  hypodermics  of  morphia  by  house  surgeon  with- 
out orders  and  became  much  distended.  Relieved  by  alum 
enema  and  eserine.  Up  on  fifth  day;  home  on  twelfth. 
January,  1910,  well. 
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Case  X. — iSTovember  4,  1908.  E.  H.,  age  twenty-eight 
years.  Married.  Sterile.  Nodular  fibroid  tumor  filling 
abdomen  to  2  inches  above  umbilicus.  Not  unwell  for 
three  months.  Pregnant?  Transverse  incision.  Com- 
plete hysterectomy  removing  mass  of  fibroids  with  small 
fetus.  Up  on  second  day;  home  on  fourteenth.  Decem- 
ber, 1909,  well. 

CASES    WHEEE    SUPEAVAGIXAL    HYSTEEECTOMY    WAS    DONE. 

Case  XI. — January  30,  1908.  E.  F.,  age  thirty-one 
years.  Married.  Sterile.  History  of  gonorrhea.  Uterus 
with  small  fibroids  retroverted  and  adherent.  Double  pus 
tubes.  Transverse  incision.  Supravaginal  hysterectomy. 
Up  on  second  day;  home  on  eighth.  Present  condition: 
well. 

Case  XII.— February  27,  1908.  M.  G.,  age  forty- 
eight  years.  Multipara.  Pain  with  increasing  enlarge- 
ment of  abdomen  for  six  months  or  more.  Multiple 
fibroids.  Median  incision.  Supravaginal  hysterectomy. 
Up  on  second  day.  Cocaine  operation  by  Dr.  Bodine 
for  cystic  goitre  on  fifth  day.  Clots  and  blood  from 
vagina  on  seventh  day.  Home  on  tenth.  Present  con- 
dition: well. 

Case  XIII. — February  29,  1908.  K.  T.,  age  forty- 
three  years.  Single.  Menses  always  scanty.  Swelling 
and  pain  in  abdomen  for  one  year.  Multiple  fibroids  of 
uterus  reaching  to  umbilicus.  Median  incision.  Supra- 
vaginal hysterectomy.  Up  on  second  day ;  home  on  tenth. 
Present  condition:  feels  well. 

Case  XIV.— May  7,  1908.  K.  T.,  age  forty-eight 
years.  Multipara.  Profuse  vaginal  hemorrhages  with 
pain  in  back  and  lower  abdomen.  Median  incision. 
Supravaginal  hysterectomy  for  removal  of  fibroid  size  of 
adult  head  and  large  hydrosalpinx.  Up  on  second  day; 
home  on  fourteenth.     Two  months  later :  "feels  fine." 
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Case  XV. — August  5,  1908.  J.  J.,  age  thirty-eight 
years.  Married.  One  child.  Three  abortions.  Pain  in 
abdomen.  Rounded  irregular  tumor  extending  nearly  to 
umbilicus.  Median  incision.  Dense  adhesions.  Supra- 
vaginal hysterectomy.  Up  on  second  day ;  home  on  sixth. 
Present  condition:  "feels  better  than  in  years." 

Case  XVI.— August  6,  1908.  E.  W.,  age  thirty-eight 
years.  Married.  Transverse  incision.  Supravaginal 
hysterectomy  for  removal  of  fibroid  uterus  size  of  child's 
head.  Up  on  second  day;  home  on  eighth.  Present  con- 
dition: well. 

Case  XVII.— September  3,  1908.  M.  M.,  age  forty- 
six  years.  Married.  Sterile.  Profuse  menstruation, 
l^odular  uterus  size  of  child's  head.  Median  incision. 
Supravaginal  hysterectomy.  Up  on  second  day;  home  on 
tenth.     Present  condition:  well. 

Case  XVIII. — September  3,  1908.  A.  R.,  age  twenty- 
eight  years.  Single.  Pelvic  pain  and  profuse  menstrua- 
tion. Transverse  incision.  Supravaginal  hysterectomy 
for  fibroid  extending  halfway  between  symphysis  and  um- 
bilicus. Appendectomy.  Up  on  first  day;  home  on  sev- 
enth.    Present  condition:  well. 

Case  XIX. — September  30,  1908.  A.  H.,  age  twenty- 
five  years.  Single.  Pain  and  bleeding.  Small  multiple 
fibroids.  Supravaginal  hysterectomy.  Up  on  third  day; 
home  on  eighth.  Present  condition :  well,  except  for  meno- 
pause symptoms. 

Case  XX.— October  15,  1908.  M.  S.,  age  thirty-three 
years.  Married.  Sterile.  Always  painful  menstruation 
with  profuse  flow;  now  pain  increasing  and  flow  becoming 
excessive.  Median  incision.  Supravaginal  hysterectomy. 
Adenomyoma  of  Cullen  (Jeffries).  Up  on  second  day; 
home  on  eighth.     Present  condition:  well. 

Case  XXL— February  4,  1909.  A.  M.,  age  thirty 
years.  Married.  Sterile.  Menstruation  every  four 
weeks;  formerly  for  five  days,  now  fifteen  days  and  pro- 
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fuse.  One  year  ago  noticed  lump  in  lower  abdomen. 
Complains  of  pain  in  lower  abdomen  and  pain  on  coitus. 
Examination  shows  a  round,  smooth,  hard  mass  the  size 
of  a  grape-fruit  extending  into  the  broad  ligament  to 
the  left,  and  a  similar  mass  the  size  of  an  orange  above  and 
to  the  right.  Transverse  incision.  On  opening  the  ab- 
domen the  uterus  was  found  to  the  right  and  above  a 
fibroid  mass  extending  into  the  left  broad  ligament;  both 
appendages  densely  adherent ;  appendix  adherent.  Supra- 
vaginal hysterectomy  and  appendectomy.  No  vomiting. 
Slight  pain.  Allowed  out  of  bed  on  second  day ;  home  on 
eighth.  Present  condition,  March,  1910:  well;  has  gained 
about  20  pounds. 

Case  XXII.— May  18,  1909.  S.  E.,  age  thirty-five 
years.  Married.  Pain  and  enlargement  of  abdomen. 
Transverse  incision.  Fibroid  uterus  size  of  small  grape- 
fruit removed  by  supravaginal  hysterectomy.  Many  ad- 
hesions to  intestines  and  pelvic  peritoneum,  but  easily 
freed.  Up  on  fourth  day ;  home  on  twelfth.  Present  con- 
dition: iSTo  pain;  has  gained  in  weight,  but  is  mentally 
unbalanced,  grieves  for  tumor  and  wants  it  put  back  again. 

Case  XXIII.— May  20,  1909.  L.  D.,  age  twenty- 
three  years.  Married.  One  abortion  at  second  month, 
two  years  ago.  Severe  dysmenorrhea.  Menorrhagia  get- 
ting worse.  Fibroid  uterus  size  of  orange,  fixed  in  hollow 
of  sacrum.  Transverse  incision.  Dense  adhesions  freed ; 
supravaginal  hysterectomy ;  right  ovary  not  removed.  Up 
on  third  day ;  home  on  tenth.     Present  condition :  normal. 

Case  XXIV. — July  7,  1909.  B.  M.,  age  twenty-seven 
years.  Multipara.  JSTeurasthenic.  Says  she  has  had 
laparotomy  twice,  once  for  left  salpingooophorectomy,  once 
for  ventral  fixation.  Profuse,  irregular  and  painful  men- 
struation, lasting  from  ten  to  twenty  days.  Uterus  en- 
larged with  small  fibroid  nodules.  Right  appendages  pro- 
lapsed and  adherent.  Tender  over  appendix.  Transverse 
incision.        Supravaginal  hysterectomy  with  removal   of 
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right  appendages  and  appendix.  Adenomyoma  of  uterus 
and  fibroma  of  ovary  (Jeffries).  Morphia  for  pain  after 
operation.  Up  on  second  day;  home  on  tenth.  Present 
condition:  no  pain,  neurasthenia  improved. 

Case  XXV.— October  7,  1909.  A.  W.,  age  thirty-two 
years.  Married.  One  child.  Two  abortions.  Lump  in 
abdomen  for  five  years.  Menstruation,  formerly  regular, 
is  now  profuse  and  increasing.  Much  pain  in  back  and 
lower  abdomen.  Large,  rounded,  immovable  mass  filling 
pelvis  and  extending  2  inches  above  umbilicus.  Trans- 
verse incision.  Supravaginal  hysterectomy  for  removal  of 
fibroid  uterus  and  pus  tubes.  Dense  adhesions.  Ap- 
pendectomy. Up  on  second  day ;  home  on  tenth.  Present 
condition:  January,  1910,  well;  no  pain. 

Case  XXVL— January  13,  1910.  C.  L.,  age  thirty- 
six  years.  Married.  Two  children,  last  twelve  years  old. 
Abortion  at  six  weeks,  sixteen  months  ago.  Much  pain  in 
lower  abdomen  since.  Menstruation  becoming  profuse. 
Adherent  fibroid  uterus  size  of  grape-fruit.  Transverse 
incision.  Supravaginal  hysterectomy.  After-pain  severe, 
14  grain  morphia  given  at  4  p.  m.  Up  on  second  day ; 
home  on  tenth.     Slight  skin  infection  treated  by  Bier  cup. 

Case  XXVIL— February  4,  1910.  E.  A.,  age  thirty- 
one  years.  Married.  Three  children.  ISTeurasthenic. 
For  four  years  profuse  menstruation  with  increasing  pain. 
Backache;  bearing  down;  some  dyspnea;  mitral  systolic 
murmur;  pulmonary  second  sound  accentuated.  Uterus 
nodular,  filling  pelvis  and  extending  nearly  to  umbilicus; 
movable.  Transverse  incision.  Supravaginal  hysterec- 
tomy. Appendectomy.  ISTo  Trendelenburg,  as  patient  be- 
came cyanotic  as  soon  as  the  table  was  lifted.  One-sixth 
grain  morphia  for  pain.  Up  on  third  day ;  home  on  ninth. 
General  condition  greatly  improved,  no  pain. 

Case  XXVIIL— February  25,  1910.  I.  D.,  age  forty- 
three  years.  (See  Case  CXLVII.)  Abdominal  tumor 
size  of  pregnancy  at  term,  with  hard  areas  closely  simulat- 
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ing  fetus.  Patient  had  been  told  by  a  number  of  gynecol- 
ogists and  surgeons  that  she  was  pregnant.  But  there  was 
no  softening  of  the  cervix  or  bluing  of  introitus.  Amenor- 
rhea for  one  year.  Transverse  incision.  Supravaginal 
hysterectomy.  Tumor  after  removal  still  looked  like  preg- 
nant uterus,  but  on  examination  was  shown  to  be  a  myoma 
in  necrobiotic  degeneration.  Up  on  second  day ;  home  on 
seventh.     Present  condition:  well. 

Case  XXIX. — April  12,  1908.  A.  B.,  age  thirty  years. 
Multipara.  History  of  ectopic  ruptured  at  second  month, 
four  weeks  before.  Now  has  fever,  pain  and  mass  in 
lower  abdomen.  Median  incision.  Omentum  and  intes- 
tines adherent  to  mass  in  pelvis  made  up  of  clots,  pus, 
pregnant  tube  ruptured  at  cornual  end  with  ragged  tear  in 
cornu  and  side  of  uterus,  and  large  left  pus  tube.  Ap- 
pendix adherent  to  mass.  Supravaginal  hysterectomy  and 
appendectomy.  Culdesac  drain.  Four  doses  of  eserine. 
Severe  vomiting.  Vaginal  gauze  partly  removed  on  third 
day.     Up  on  third  day;  home  on  nineteenth. 

Case  XXX.— October  29,  1908.  A.  H.,  age  ( ?).  Sin- 
gle. Diagnosis:  pyosalpinx.  Transverse  incision.  Supra- 
vaginal hysterectomy  for  left  infected  ectopic  pregnancy 
and  right  pyosalpinx.     Up  on  first  day;  home  on  eighth. 

Case  XXXI.—July  20,  1909.  G.  E.,  age  thirty-two 
years.  Single.  Dementia  precox  of  long  standing. 
Maniacal  at  times.  Gonorrhea.  Nymphomania.  Many 
abortions.  Pregnant  about  six  weeks.  After  consultation 
and  with  approval  of  relatives  it  was  considered  justifiable 
and  proper  to  remove  ovaries  and  uterus,  which  was  done 
by  supravaginal  hysterectomy.  Appendix,  which  was  long 
and  in  culdesac,  was  removed.  Up  on  third  day ;  home  on 
eighth.  Present  condition :  nymphomania  and  mental  con- 
dition same;  physically  well. 

Case  XXXII.— November  19,  1908.  S.  P.,  age  fifty- 
one  years.       Married.       Abdominal  fat  3  inches  thick. 
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Median  incision  to  above  umbilicus,  cutting  out  umbilical 
hernia.  Cyst  size  of  football  and  intraligamentous.  Cap- 
sule split  at  round  ligament  and  tumor  enucleated  with 
difficulty.  Supravaginal  hysterectomy.  Papilloadenoma 
(Jeffries).  Up  on  second  day.  On  fourth  day,  while 
up,  felt  sharp  pain  in  abdomen  and  fainted.  Slight  skin 
infection  at  pubic  end  of  wound.    Home  on  fifteenth  day. 

Case  XXXIIL— April  9,  1908.  M.  C,  age  twenty- 
nine  years.  Married.  Sterile.  Dyspareunia.  Uterus 
retroverted  and  adherent.  Masses  on  either  side.  Median 
incision.  Pelvic  structures  studded  with  tubercle. 
Supravaginal  hysterectomy  and  appendectomy.  Up  on 
third  day ;  home  on  ninth.  Some  bladder  irritation.  Year 
later  reports  herself  well. 

Case  XXXIV.— January  27,  1908.  J.  F.,  age  twenty- 
four  years.  Married.  Sterile.  Thin  and  weak,  back- 
ache and  pelvic  pain.  Abdomen  enlarged  by  rounded, 
fixed,  fluctuant  tumor  extending  nearly  to  ensiform. 
Median  incision.  Dense  adhesions.  Multi-locular  ovarian 
cysts,  pus  tubes  and  uterus  removed  by  supravaginal  hys- 
terectomy. Extensive  raw  surfaces  in  pelvis  could  not  be 
covered  by  peritoneum,  so  pelvic  cavity  was  packed  with 
iodoform  gauze,  with  end  in  vagina  through  culdesac  in- 
cision. Morphia  required  for  pain.  Up  on  sixth  day. 
Drain  all  removed  on  seventh.     Home  on  thirteenth. 

Case  XXXV.— March  18,  1908.  J.  B.,  age  twenty 
years.  Single.  History  of  old  pelvic  inflammation. 
Severe  pelvic  pain  for  four  days.  Temperature  101°, 
pulse  110°.  Median  incision.  Many  adhesions.  Large 
pus  tubes  and  uterus  removed  by  supravaginal  hysterec- 
tomy. Appendectomy.  Up  on  third  day;  home  on  four- 
teenth.    Present  condition:  well. 

Case  XXXVI.— June  18,  1908.  L.  P.,  age  twenty- 
three  years.  Married.  Sterile.  Gonorrhea.  One  year 
ago  at  Bellevue  vaginal  section  for  acute  pyosalpinx.  Pain ; 
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backache;  nausea.  Transverse  incision.  Supravaginal 
hysterectomy  and  appendectomy.  Up  on  third  day ;  home 
on  eighth.     January,  1910:  "feeling  fine." 

Case  XXXVII.— July  11,  1908.  A.  S.,  age  twenty- 
nine  years.  Married.  Sterile.  Gonorrhea,  ten  years 
ago.  Median  incision.  Supravaginal  hysterectomy  and 
appendectomy.     Up  on  second  day;  home  on  ninth. 

Case  XXXVIII.— July  23,  1908.  L.  E.,  age  twenty- 
five  years.  Married.  Sterile.  Gonorrhea.  For  four 
years  sacral  backache;  bearing  down;  headache;  nausea. 
Pyosalpinx.  Transverse  incision.  Supravaginal  hyster- 
ectomy. Up  on  second  day ;  home  on  tenth.  Present  con- 
dition: "in  best  of  health." 

Case  XXXIX.— August  13,  1908.  F.  L.,  age  twenty- 
six  years.  Married.  Sterile.  Gonorrheal  pyosalpinx. 
Transverse  incision.  Supravaginal  hysterectomy.  Ap- 
pendectomy. Up  on  second  day ;  home  on  eighth.  Slight 
skin  infection  which  healed  readily  with  use  of  Bier  cup. 
Present  condition,  January,  1910:  feel  perfectly  well. 

Case  XL. — September  1,  1908.  M.  E.,  age  twenty-six 
years.  Married.  Sterile.  Operated  three  years  ago  for 
appendicitis;  never  well  since.  Uterus  retroverted  and 
adherent.  Transverse  incision.  Supravaginal  hysterec- 
tomy for  pus  tubes  with  dense  adhesions.  Adhesions  about 
cecum  freed.  Up  on  first  day;  home  on  fifth.  Present 
condition:  well. 

Case  XLI. — June  17,  1909.  C.  S.,  age  twenty-two 
years.  Single.  Gonorrhea.  One  abortion  eight  months 
ago  at  three  months.  Transverse  incision.  Double  ovarian 
abscess  and  pyosalpinx.  Supravaginal  hysterectomy.  Pus 
sacs  ruptured  during  enucleation.  No  drainage.  Hic- 
cough for  one  hour  after  operation.  Up  on  third  day; 
home  on  seventh.  Present  condition:  normal  except  for 
menopause  symptoms. 
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Case  XLII.— :N'ovember  25,  1909.  T.  A.,  age  twenty- 
two  years.  Married.  One  child  one  year  ago.  Gonor- 
rhea. Pelvic  pain  and  aching  for  one  year.  Anemic  and 
thin.  Retroversion  and  pyosalpinx.  Transverse  incision. 
Supravaginal  hysterectomy  and  appendectomy.  Part  of 
one  ovary  left.  One-eighth  grain  morphia  for  pain.  Up 
on  fourth  day;  home  on  eighth.  Present  condition:  well. 
Case  XLIII. — December  2,  1909.  A.  P.,  age  twenty- 
four  years.  Married.  Sterile.  Gonorrhea.  Severe  back- 
ache and  pelvic  pain.  Left  intraligamentous  ovarian  cyst. 
Right  small  dermoid.  Salpingitis.  Retroversion.  Trans- 
verse incision.  Supravaginal  hysterectomy  and  appendec- 
tomy. Up  on  fourth  day;  home  on  eighth.  Present  con- 
dition: greatly  improved;  no  pain. 

Case  XLIV.— January  27,  1910.  M.  F.,  age  thirty- 
four  years.  Married.  One  child  eighteen  years  ago. 
Old  gonorrheal  infection.  For  two  years  loss  of  weight 
and  strength.  Backache.  Pelvic  pain.  Constipation. 
Uterus  firmly  adherent  in  sacral  hollow  with  large  masses 
on  either  side.  Transverse  incision.  Supravaginal  hys- 
terectomy for  large  double  pyosalpinx  and  left  ovarian 
cyst.  Appendectomy.  Up  on  second  day  and  walked  to 
toilet ;  home  on  seventh  day.  Present  condition :  no  pain ; 
greatly  improved.     Feels  better  than  in  years. 

Case  XLV. — March  3,  1910.  C.  F.,  age  forty-seven 
years.  Multipara.  Flushes.  Pelvic  pain  and  sacral 
backache ;  bearing  down.  Thin  and  weak.  Uterus  fixed ; 
large  tender  masses  on  both  sides.  Pain  on  defecation. 
Lacerated  perineum.  Transverse  incision.  Supravaginal 
hysterectomy  for  large  pus  tubes  with  adherent  sigmoid. 
Perineorrhaphy.  Severe  pain;  1/6  grain  morphia  at  6 
p.  M.  Second  day,  temperature  101.  Weak.  Up  on 
third  day;  home  on  twelfth.  Present  condition,  May  10, 
1910:  well. 
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Case  XLVI.— April  28,  1910.  D.  S.,  age  thirty-six 
years.  Multipara.  One  induced  abortion  followed  by 
sepsis.  Anemic  and  weak.  Severe  pelvic  pain.  Large 
pus  tubes.  Transverse  incision.  Supravaginal  hysterec- 
tomy by  Dr.  Tovey.  Developed  acute  streptococcus  peri- 
tonitis and  died  on  sixth  day. 


CASES  WHERE  SALPINGECTOMY  WAS  DONE  ON  ONE  OE  BOTH 

SIDES. 

Case  XLVII.— March  5,  1908.  'N.  F.,  age  twenty- 
eight  years.  Married.  Spotted  for  six  weeks.  Severe 
pain  at  times.  Lower  abdomen  distended  by  rounded, 
fluctuant  mass  diagnosed  as  cyst  with  twisted  pedicle  (rup- 
tured ectopic).  Median  incision.  Dirty  blackish  cyst, 
size  of  child's  head,  adherent  to  intestine  and  pelvis ;  rup- 
tured, full  of  black  clots,  enucleated  with  difficulty.  Right 
pregnant  tube  removed.  Troublesome  venous  bleeding 
deep  in  pelvis  controlled  by  gauze  pack  and  vaginal  drain. 
Convalescence  stormy.  Up  on  fourth;  home  on  fifteenth 
day.     Present  condition,  May  10,  1909 :  feels  fine. 

Case  XLVIIL— April  13,  1908.  I.  K,  age  thirty- 
three  years.  Married.  One  child.  Menstruation,  Feb- 
ruary 7,  one  week  overdue.  Spotting  since.  Pains  on 
right  side  and  down  thigh.  Ruptured  ectopic.  Median 
incision.  Clots  and  pregnant  tube  removed.  Up  on  sec- 
ond day;  home  on  seventh.  Present  condition:  normal. 
Child  born  February,  1910. 

Case  XLIX.— April  23,  1908.  W.  S.,  age  twenty-four 
years.  Married.  Nursing  child.  Pain  and  bloody  dis- 
charge for  two  weeks.  No  fever  until  day  before  opera- 
tion. Hard,  tender  mass  on  right  pushing  uterus  to  left. 
Ruptured  ectopic.  Median  incision.  Free  blood  and  clots 
in  abdomen.     Pregnant  tube  and  appendix  adherent  to 
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mass  removed.     Up  on  third  day ;  liome  on  eighth.     Pres- 
ent condition:  well. 

Case  L.— May  7,  1908.  E.  B.,  age  twenty-eight  years. 
Married.  Sterile.  Three  months  ago  flow  week  overdue, 
spotting  since.  Pain  on  left  side,  running  down  inside 
thigh.  Ectopic?  Examination  under  ether:  Uterus  re- 
troverted;  hard  mass  which  seemed  part  of  uterus  on  an- 
terior surface.  Curet  showed  uterus  empty.  Median  in- 
cision. Pregnant  left  tube  on  anterior  surface  firmly  ad- 
herent to  omentum  and  sigmoid.  Impossible  to  separate 
sigmoid  from  sac,  so  piece  was  cut  away  and  left.  Up  on 
fourth  day,  as  her  own  physician  objected  to  her  getting 
up  sooner.  Home  on  twelfth.  Present  condition:  nor- 
mal. 

Case  LI.— January  14,  1909.     J.  S.,  age  twenty-four 
years.     Married  two  years.     ]^ever  pregnant.     Menstrua- 
tion regular,  except  that  last  period  was  nine  days  over- 
due.    She  then  thought  she  was  pregnant  and  had  a  sound 
passed  to  bring  on  an  abortion.     This  statrted  a  flow  and 
she  has  been  spotting  and  passing  clots  since.     Eor  ten 
days  she  has  had  severe  pain  in  left  side  running  down 
inside  of  thigh.     Firm,  tender  mass  size  of  fist  on  left 
of  the  uterus.       Tubal  abortion  ?       Transverse  incision. 
]Sro  free  blood  in  peritoneal  cavity.     Right  appendages  nor- 
mal.    Omentum  adherent  over  left  side  of  pelvis.     Adhe- 
sions when  freed  showed  tube  pregnant  in  its  outer  half 
and  handful  of  clots.     Tube  and  free  clots  removed.     JSTo 
pain,  vomiting  or  distention.     On  the  third  day  the  tem- 
perature rose  to  101.05,  but  dropped  to  normal  after  mov- 
ing bowels.     Sat  up  on  second  day ;  insisted  on  going  home 
on  seventh  day.     Present  condition :  normal. 

Case  LII.— June  26,  1909.  M.  W.,  age  twenty-six 
years.  Married.  One  child.  Gonorrhea.  Menstrual 
history  uncertain.  One  week  ago  began  to  complain  of 
severe  pain  in  the  right  side  and  slight  bleeding  from  the 
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vagina.  Fainted  several  times  during  day  and  was  ad- 
mitted to  the  hospital  in  marked  shock.  Ruptured  ectopic. 
Transverse  incision.  Abdomen  distended  with  fluid  blood ; 
right  tube  ruptured  at  isthmus ;  tube  and  ovary  removed ; 
clots  scooped  out ;  no  attempt  made  to  remove  fluid  blood ; 
abdomen  closed.  Unruptured  ovum,  size  of  plum,  found 
in  clots.  Patient  very  anemic  and  in  severe  shock.  Hot 
continuous  rectal  irrigation.  Foot  of  bed  elevated.  Oxy- 
gen given  for  several  hours. 

On  admission  temperature  was  102,  pulse  150,  and  tem- 
perature afterward  reach  103.5,  though  peritoneal  symp- 
toms were  but  slight.  This  was  explained  when  on  the 
fourth  day  pain  over  the  gall-bladder  and  jaundice  ap- 
peared. Sat  up  on  the  eighth  day  and  went  home  on  the 
thirteentL 

Case  LIII. — March  3,  1908.  W.  D.,  age  thirty-two 
years.  Married.  One  child.  One  abortion,  sepsis  after. 
Speciflc  history.  Pelvic  pain,  backache  and  bearing  down. 
Obese.  Petroversion  with  descent,  chronic  salpingitis. 
Median  incision.  Appendages  removed,  but  right  ovary, 
apparently  normal,  left.  Ventral  filiation.  High  ampu- 
tation of  cervix.  Up  on  fourth  day;  home  on  twelfth. 
After  three  months,  profuse  hemorrhages  from  uterus,  re- 
lieved by  mixed  treatment.  Ovary  developed  cyst  size  of 
grape-fruit,  uterus  became  heavy.  Finally  removed  uterus 
and  cyst  per  vaginam.     Patient  now  well. 

Case  LIV.— March  9,  1908.  J.  T.,  age  twenty-four 
years.  Married.  Sterile.  Gonorrhea.  Purulent  sal- 
pingooophoritis.  Median  incision.  Appendages  and  ap- 
pendix removed.  Ventral  suspension.  Up  on  third  day; 
home  on  twelfth.     July  22,  1908 :  uterus  in  good  position. 

Case  LV. — April  2,  1908.  A.  B.,  age  twenty-one  years. 
Single.  Gonorrhea.  Retroversion.  Pyosalpinx.  Median 
incision.  Left  tube,  size  of  banana,  removed,  leaving 
ovary.     Right  tube,  ovary  and  appendix  removed.     Ven- 
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tral  suspension.  Up  on  first  day;  home  on  eighth.  Sec- 
ond day,  cereal,  eggs,  milk,  toast.  Three  months  after 
operation  reported  feeling  fine. 

Case  LVI. — April  9,  1908.  A.  M.,  age  thirty-three 
years.  Married.  Fat,  pale,  alcoholic.  Old  pelvic  infec- 
tion with  recent  acute  attack.  Pelvis  filled  with  inflam- 
matory mass.  Median  incision.  Large  tuboovarian  ab- 
scesses enucleated  with  difficulty.  Extensive  raw,  bleeding 
surfaces  in  pelvis.  Culdesac  drain.  After  twenty-four 
hours  acute  dilatation  of  stomach.  Collapsed.  Pulse  130 
to  140.  Temperature  99°.  Stomach  tube  removed  quart 
or  more  of  coffee-colored  fluid.  Improved  until  night 
(thirty-six  hours).  Then  extreme  distention  and  collapse 
as  before.  Stomach  washed,  much  coffee-colored  fluid  re- 
moved. Thirst  intense ;  patient  got  out  of  bed  for  water. 
Morphia  gr.  14,  rallied.  Infection  of  skin  at  lower  angle 
of  wound  where  it  had  become  uncovered.  Healed  quickly 
under  Bier  cup.  Up  on  twelfth  day;  home  on  twenty- 
first,  January,  1909 :  wound  firm,  feels  fine,  except  for 
rheumatism. 

Case  L VII.— April  14,  1908.  C.  H.,  age  twenty-six 
years.  Married.  Sterile.  Dyspareunia.  Pyosalpingitis. 
Median  incision.  Salpingooophorectomy  and  appendec- 
tomy. Up  on  fifth  day;  home  on  eighth.  Present  con- 
dition :  no  pain,  but  has  locomotor  ataxia. 

Case  LVIII.— April  16,  1908.  Age  (?)  Married. 
Sterile.  Pain  on  left  side.  Left  ovary  enlarged  and  pro- 
lapsed. Uterus  fixed.  Median  incision.  Appendectomy. 
Left  salpingectomy.     Up  on  third  day;  home  on  eighth. 

Case  LIX.— April  18,  1908.  M.  S.,  age  twenty-four 
years.  Married.  One  child.  Three  abortions.  Gonor- 
rhea one  year  ago.  Severe  dysmenorrhea  and  backache. 
Retroversion.  Pyosalpinx.  Median  incision.  Append- 
ages except  left  ovary  removed.     Appendectomy.     Ven- 
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tral  suspension.  Up  on  third  day;  home  on  twelfth. 
Three  months  later  reports  feeling  well. 

Case  LX.— May  28,  1908.  B.  P.,  age  twenty-two 
years.  Married.  Pyosalpinx.  Median  incision.  Pus 
tubes  and  left  ovary  removed.  Up  on  third  day ;  home  on 
ninth.     June,  1909,  reports :  feels  well,  no  pain. 

Case  LXI. — June  10,  1908.  J.  F.,  age  twenty-six 
years.  Married.  Sterile.  Pain,  backache  and  dyspareu- 
nia.  Transverse  incision.  Appendages  removed.  Up  on 
fourth  day;  home  on  nineteenth. 

Case  LXII.— August  5,  1908.  E.  W.,  age  twenty-five 
years.  Single.  One  abortion  at  three  months  seven  years 
ago,  pain  since.  Median  incision.  Salpingectomy  and 
appendectomy.  Sat  up  on  first  day.  Second  day  tem- 
perature 104°,  pulse  140,  respiration  42,  signs  of  con- 
gestion at  base  of  right  lung;  aspirin  gr.  5,  q.  2  h.  Third 
day,  temperature  99°,  pulse  100,  respiration  24.  'No  fur- 
ther complications.     Home  on  eighth  day  at  own  request. 

Case  LXIII.— August  13,  1908.  B.  F.,  age  twenty- 
three  years.  Prostitute.  Pelvic  pain  and  backache. 
Dyspareunia.  Chronic  salpingitis.  Transverse  incision. 
Appendages  except  left  ovary  removed.  Adherent  appen- 
dix removed.  Up  on  fourth  day ;  home  on  twelfth.  Pres- 
ent condition :  no  pelvic  pain.     Gonorrhea. 

Case  LXIV.— September  10,  1908.  C.  M.,  age 
twenty-eight  years.  Prostitute.  Old  pyosalpinx  with  re- 
cent acute  process.  Transverse  incision  (Dr.  Tovey). 
Operation  difficult  with  large  raw  surfaces  left  in  pelvis. 
Vaginal  drainage.     Took  ether  badly.     Died  on  tenth  day. 

Case  LXV.— mvember  1,  1908.  M.  C,  age  twenty- 
two.  Single.  Chronic  pyosalpinx.  Retroversion,  Trans- 
verse incision.  Appendages  removed  except  part  of  right 
ovary.  Appendectomy.  Ventral  suspension.  Up  on 
fourth  day;  home  on  seventh.     Present  condition:  well. 

Case  LXVI.— December  10,  1908.     J.  C,  age  twenty- 


BROOKS  H.  WELLS  473 

five  years.  Married.  Two  children.  One  abortion  at  six 
weeks;  sepsis;  pain  since.  Pyosalpinx.  Transverse  in- 
cision. Appendages  and  appendix  removed.  Up  on  sec- 
ond day;  home  on  fourteenth.     Reported  well,  June,  1909. 

Case  LXVII.— February  11,  1909.  H.  D.,  age  forty- 
five  years.  Widow.  Two  abortions.  Three  years  ago 
had  appendix  removed  during  acute  attack  and  operation 
was  followed  by  severe  pelvic  infection.  Severe  sacral 
backache  and  aching,  stabbing  pain  with  tenderness  in 
right  side  since,  but  worse  for  last  three  months.  Uterus 
small  and  fixed  by  adhesions.  Transverse  incision.  Web- 
like adhesions  about  both  appendages  and  about  cecum 
freed.  Tubes  and  ovaries  removed,  as  both  ovaries  showed 
marked  cystic  degeneration.  Ventral  fixation.  Up  on 
first  day;  home  on  fourteenth.  Reports  completely  re- 
lieved of  all  pain. 

Case  LXVIII.— March  4,  1909.  A.  C,  age  twenty- 
nine  years.  Married.  Two  children.  Menstruation  pro- 
fuse and  painful.  Backache  and  pain  over  lower  abdomen 
for  two  and  a  half  years  since  birth  of  last  child.  Heavy 
fixed  uterus  with  mass  on  either  side.  Transverse  in- 
cision. Large  densely  adherent  pus  tubes  and  ovaries 
removed.  Left  pus  sac  so  densely  adherent  to  intestine 
that  a  portion  one  inch  square  was  of  necessity  left  ad- 
herent to  gut.  Appendix  involved  in  adhesions  and  re- 
moved. Ventral  suspension.  Walked  to  toilet  on  second 
day;  home  on  seventh.  Present  condition:  feels  better 
than  in  years. 

Case  LXIX.— March  25,  1909.  M.  E.,  age  twenty 
years.  Prostitute.  Premature  labor  at  seven  months  six 
weeks  ago.  Fever,  pelvic  pain  and  bloody  vaginal  dis- 
charge since.  Under  observation  in  bed  in  hospital  for 
one  week.  Large  pyosalpinx  high  in  abdomen;  nothing 
in  culdesac.  Transverse  incision.  Pus  tubes  and  ovaries, 
matted  together,  entirely  above  pelvic  brim,  and  adherent 
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to  intestines,  removed.  Morphia  for  pain.  Up  on  second 
day.  On  sixth  day  when  skin  stitches  were  removed, 
wound  opened  discharging  clots  and  fluid  blood.  Treated 
by  Bier  cup,  healed  after  slight  suppuration.  This  bleed- 
ing in  the  wound  is  not  to  be  attributed  to  the  early  mo- 
bility, but  to  imperfect  hemostasis  at  the  time  of  opera- 
tion. Home  on  seventeenth  day.  Condition,  March, 
1910:  wound  firm,  no  pain;  feels  well. 

Case  LXX. — March  26,  1909.  A.  B.,  age  eighteen 
years.  Prostitute.  Gonorrhea.  Dyspareunia,  Dysmenor- 
rhea. Constipation.  Uterus  retroverted  and  fixed  by 
masses  on  either  side.  Transverse  incision  (Dr.  Wells). 
Dense  adhesions  to  tubes,  ovaries,  uterus,  appendix  and 
omentum.  Tubes,  ovaries  and  appendix  removed.  Died 
on  third  day  of  streptococcus  peritonitis. 

Case  LXXI.— July  22,  1909.  B.  I.,  age  twenty-four 
years.  Married.  One  child  five  years  old;  sepsis  after. 
Uterus  retroverted  and  adherent.  Lacerated  perineum. 
Transverse  incision.  Curettage.  Perineum  repaired. 
Tubes  and  left  ovary  removed.  Ventral  suspension.  Up 
on  sixth  day;  home  on  tenth.  February,  1910,  reports: 
best  health  in  years. 

Case  LXXII. — August  5,  1909.  A.  G.,  age  twenty- 
four  years.  Married.  Sterile.  Gonorrheal  pus  tubes. 
Syphilis.  Transverse  incision.  Both  tubes  distended 
with  pus  and  removed.  Appendectomy.  Up  on  second 
day;  home  on  fifth.  Present  condition:  no  pain;  general 
condition  much  better ;  osteitis  of  leg. 

Case  LXXIII. — August  5,  1909.  A.  M.,  age  twenty- 
seven  years.  Married.  One  child.  Two  abortions,  last 
four  years  ago.  Pain  since  over  lower  abdomen,  worse 
during  menstruation.  iN'o  backache.  Appendages  thick- 
ened and  tender.  Transverse  incision.  Right  cystic 
ovary,  size  of  apple,  with  adherent  tube  filled  with  fluid 
and  size  of  finger,  removed.     Left  tube  in  similar  condi- 
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tion  removed.     Club-shaped  appendix  removed.     Up  on 
third  day ;  home  on  seventh.     Present  condition :  well. 

Case  LXXIY. — September  2,  1909.  J.  B.,  age  twenty- 
seven.  Married.  One  child  four  years  ago.  Constant 
pain  over  lower  abdomen  with  backache  and  nausea  since 
birth  of  child.  Tender  over  appendix.  Uterus  fixed. 
Transverse  incision.  Appendix  in  mass  of  adhesions  re- 
moved. Salpingectomy.  Perineorrhaphy.  Up  on  third 
day;  home  on  eighth.  Present  condition:  no  pain,  perin- 
eum strong. 

Case  LXXV.— December  16,  1909.  G.  M.,  age  thirty 
years.  Married.  Two  children.  Abortion  six  weeks  ago. 
Pain  in  the  right  side,  extending  down  thigh.  Rigidity 
and  tenderness  over  appendix.  Uterus  fijxed.  Transverse 
incision.  Appendages  and  appendix  removed.  Up  on  the 
third  day;  home  on  the  seventh.  Present  condition:  nor- 
mal. 

Case  LXXVI.— December  30,  1909.  H.  L.,  age 
thirty-six  years.  Married.  One  child.  Premature  labor 
at  seven  months,  four  months  ago.  Since  has  pain  over 
lower  abdomen  and  sacral  backache.  Uterus  fixed  by 
masses  on  either  side.  Transverse  incision.  Double  sal- 
pingooophorectomy  and  appendectomy.  One-fourth  grain 
morphia  for  pain.  Slight  infection  of  skin.  Up  on  sec- 
ond day;  home  on  seventh.  Present  condition:  feeling 
fine. 

Case  LXX VII.— January  17,  1910.  A.  G.,  age 
twenty  years.  Married.  One  child  fifteen  months  ago. 
Pain  in  lower  abdomen  for  five  months,  worse  at  night. 
Gonorrhea.  Uterus  fixed.  Transverse  incision.  Pus 
tubes  and  appendix  removed;  ovaries  saved.  Up  on  sec- 
ond day;  home  on  sixth.     Present  condition:  feels  weU. 

Case  LXXVIII.— January  20,  1910.  M.  K,  age 
thirty-two  years.  Married.  One  child.  Three  abortions 
(not  induced).     Adherent  retroversion.     Chronic  salpin- 
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gitis.  Complete  laceration  of  perineum.  Transverse  in- 
cision. Salpingooophorectomy.  Appendectomy.  Ventral 
fixation.  Perineorrhaphy.  Up  on  third  day;  home  on 
eleventh.  Present  condition:  no  pain;  sphincter  control 
good  and  perineum  strong.     Health  perfect. 

Case  LXXIX.— January  27,  1910.  F.  V.,  age  twenty- 
nine  years.  Married.  Four  children.  Sacral  backache 
and  pelvic  pain.  Large  indefinite  masses  on  both  sides 
of  uterus.  Recent  tenderness  over  appendix.  Tempera- 
ture 101,  pulse  110.  Transverse  incision.  Intestines  ad- 
herent to  uterus  and  bladder  with  many  cystic  pockets  full 
of  clear  serous  fluid.  Double  pus  tubes  removed.  Ap- 
pendix, acutely  inflamed,  removed.  Large  ragged  area  in 
culdesac  packed  with  gauze  draining  into  vagina.  Mor- 
phia first  night  for  pain.  Up  on  second  day;  home  on 
eighth. 

Case  LXXX.— March  10,  1910.  E.  S.,  age  twenty- 
seven  years.  Married.  Two  children,  last  five  years  ago. 
Dyspareunia  since.  Uterus  retroverted  and  adherent. 
Rectocele.  Transverse  incision.  Salpingooophorectomjr 
and  appendectomy.  Ventral  suspension.  Perineorrha- 
phy. Curettage.  Up  on  second  day;  home  on  eighth. 
Present  condition:  no  pain;  pelvic  floor  strong  (June, 
1910).     Recent  gonorrhea  from  husband. 

Case  LXXXL— March  17,  1910.  E.  T.,  age  twenty- 
eight  years.  Married.  Sterile.  Chronic  salpingitis. 
Transverse  incision.  Double  salpingectomy.  Right  ovary 
saved.  Appendectomy.  Two  p.  m.  :  Wound  found  bleed- 
ing. Dr.  Tovey  cut  skin  sutures,  wiped  out  clots,  found 
fascia  stitches  broken,  recti  separated  by  clot.  Resutured, 
put  in  gutta-percha  drain,  and  closed  wound.  Morphia  to 
quiet  patient.  Drain  removed  next  day.  Up  on  fourth 
day;  home  on  eleventh.     Present  condition:  well. 

Case  LXXXIL— March  24,  1910.  M.  K.,  age  thirty- 
eight  years.    Married.    Five  children,  last  five  years  ago. 
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Five  induced  abortions,  last  two  years  ago.  Large  pus 
tubes  filling  pelvis.  Transverse  incision.  Patient  very 
fat;  took  ether  badly.  Appendages  and  appendix  re- 
moved. Ventral  suspension.  Morphia  to  control  pain. 
Up  on  second  day;  home  on  sixth.  Present  condition: 
well. 

Case  LXXXIII.— March  6,  1908.  J.  H.,  age,  thirty- 
eight  years.  Married.  Sterile.  Chronic  salpingooophori- 
tis.  Adherent  retroversion.  Median  incision.  Left  sal- 
pingooophorectomy  and  appendectomy.  Up  on  second 
day;  home  on  tenth. 

Case  LXXXIV.— August  13,  1908.  B.  F.,  age  twenty- 
three  years.  Married.  Sterile.  Dilatation  and  curret- 
tage  three  years  ago  for  painful  menstruation.  Pain  in 
lower  abdomen  since  with  recurrent  attacks  of  pain  and 
fever.  Transverse  incision.  Right  salpingooophorectomy, 
left  tube  resected,  appendectomy.  Postoperative  fever 
with  pain  in  region  of  appendix.  Up  on  tenth  day ;  home 
on  thirteenth. 

Case  LXXXV.— August  20,  1908.  I.  K,  age  twenty- 
six  years.  Married.  Several  attacks  of  appendicitis. 
Transverse  incision.  Appendectomy.  Left  salpingo- 
oophorectomy for  ovarian  cyst  size  of  apple;  dense  adhe- 
sions. Up  on  second  day ;  home  on  seventh.  Present  con- 
dition: well;  curetted  for  an  abortion,  December,  1909. 

Case  LXXXVL— August  20,  1908.  C.  G.,  age  seven- 
teen. Single.  Gonorrhea.  Pain  over  lower  abdomen; 
mass  to  right  of  uterus.  Transverse  incision.  Right  sal- 
pingooophorectomy. Appendectomy.  Up  on  first  day; 
home  on  sixth.     October,  1909,  well. 

Case  LXXXVIL— September  3,  1908.  E.  B.,  age 
thirty-eight  years.  Married.  One  child.  Eight  years  ago 
operation  by  Dr.  Wells  for  acute  appendicitis.  Uterus  re- 
troverted  and  adherent.  Transverse  incision.  ISTo  adhe- 
sions about  cecum.  Left  salpingooophorectomy  for  removal 
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of  ovarian  cyst  with  dense  adhesions.  Ventral  suspen- 
sion. Up  on  sixth  day;  home  on  eleventh.  June,  1909, 
well. 

Case  LXXXVIII.— December  3,  1908.  F.  M.,  age 
twenty-five  years.  Married.  Sterile.  Dyspareunia. 
Chronic  salpingitis.  Transverse  incision.  Left  ovary 
and  tube  freed  and  held  up  by  Barrows  operation.  Eight 
appendages  removed.  Curettage.  Up  on  second  day; 
home  on  fifth.     Present  condition:  well. 

Case  LXXXIX.— January  20,  1909.  E.  S.,  age 
thirty-four  years.  Multipara.  Backache,  pain  over  lower 
abdomen,  and  bearing  down  and  weakness  when  on  her 
feet.  Uterus  retroverted  and  adherent,  with  mass  to  left. 
Perineum  torn  to  sphincter.  Curettage.  Perineorrhaphy. 
Transverse  incision.  Uterus  freed  and  brought  forward; 
left  appendages  removed;  ligature  placed  outside  of  large 
mass  of  dilated  veins  with  phleboliths  found  in  left  broad 
ligament;  ventral  fixation.  Up  on  ninth  day;  home  on 
twelfth. 

Case  XC— March  22,  1909.  C.  H.,  age  thirty-one 
years.  Married.  Sterile.  Chronic  salpingitis.  Trans- 
verse incision.  Adherent  cystic  ovary  and  tube  containing 
pus  removed  from  the  right  side.  Adherent  appendix  re- 
moved.    Up  on  seventh  day;  home  on  sixteenth. 

Case  XCI. — August  19,  1909.  A.  C,  age  twenty-five 
years.  Married.  One  child  five  months  old.  Backache 
since.  Now  pain  and  tenderness  over  appendix  and  right 
ovary.  Uterus  drawn  to  right  with  great  tenderness  in 
right  fornix.  Rectocele.  Perineum  torn  to  sphincter. 
Transverse  incision.  Appendix,  right  tube  and  ovary,  red, 
swollen  and  covered  with  a  thick  layer  of  recent  lymph, 
removed.  Up  on  second  day.  Perineum  repaired  on  sev- 
enth day.     Home  on  thirteenth  day.     March,  1910,  welL 

Case  XCII.— April  28,  1910.  M.  P.,  age  twenty-one 
years.      Married.      Sterile.      Salpingitis.      Retroversion. 
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Transverse  incision.  Adhesions  freed.  Left  appendages 
removed.  Appendectomy.  Ventral  suspension.  Up  on 
third  day ;  home  on  sixth.    Present  condition :  well. 


CASES  OPERATED  FOE  RETEOVEESION. 

Case  XCIII.— February  13,  1908.  C.  E.,  age  twenty- 
three  years.  Single.  Gonorrhea.  Pain  in  back  and  right 
ovary.  Uterus  retroverted;  both  ovaries  prolapsed. 
Median  incision.  Slight  adhesions.  Barrow's  operation. 
Ventral  suspension.  Up  on  second  day ;  home  on  eleventh. 
May,  1909,  uterus  in  good  position.     Well. 

Case  XCIV.— February  24,  1908.  F.  K,  age  twenty- 
two  years.  Married.  One  child.  Induced  abortion  five 
months  ago.  Pregnant  six  weeks.  Uterus  could  not  be 
replaced  under  ether.  Median  incision.  Posterior  adhe- 
sions broken;  round  ligaments  shortened.  Aborted  four 
days  later.     Up  on  seventh  day;  home  on  tenth. 

Case  XCV.— March,  10,  1908.  M.  S.,  age  thirty  years. 
Virgin.  Persistent  backache  and  pain  and  tenderness  over 
appendix.  Eetroversion.  Chronic  appendicitis.  Median 
incision.  Uterus  quite  firmly  adherent.  Kelly  suspen- 
sion. Appendectomy.  Up  on  fifth  day ;  home  on  twentieth. 
Slight  skin  infection. 

Case  XCVI.— May  21,  1908.  S.  T.,  age  twenty-eight 
years.  Married.  Sterile.  Wants  child.  Heavy  retro- 
verted  uterus  with  adhesions.  Median  incision.  Filmy 
adhesions  about  appendages  broken  up  and  round  liga- 
ments shortened.  Up  on  fourth  day;  home  on  eighth. 
Case  XCVII.— May  29,  1908.  M.  F.,  age  twenty- 
nine  years.  Married.  Eepeated  abortions.  Uterus  retro- 
verted  and  adherent.  Transverse  incision.  Adhesions 
freed  and  round  ligaments  shortened.  Up  on  first  day; 
home  on  seventh.    February,  1910,  well. 
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Case  XCVIII.— June  9,  1908.  I.  B.,  age  thirty-one 
years.  Married.  One  child.  Backache  and  bearing  down. 
Uterus  retroverted  and  adherent.  Transverse  incision. 
Round  ligaments  shortened.  Appendectomy.  Up  on  sec- 
ond day;  home  on  twelfth.    April,  1910,  "perfectly  well." 

Case  XCIX.— July  26,  1908.  M.  L.,  age  twenty-six 
years.  Single.  Backache  and  bearing  down.  Nervous. 
Median  incision.  Gilliam  operation.  Up  on  fourth  day; 
home  on  eighth.  March  18,  1910,  well  nourished;  pelvic 
organs  normal;  neurasthenic. 

Case  C. — July  16,  1908.  T.  S.,  age  twenty-four  years. 
Married.  One  child.  Retroversion.  Lacerated  cervix. 
Curettage.  Amputation  of  cervix.  Transverse  incision. 
Round  ligaments  shortened.  Appendectomy.  Slight  post- 
operative pneumonia.  Up  on  eighth  day;  home  on  elev- 
enth.    Well  one  year  ago. 

Case  CI.— July  21,  1908.  S.  R.,  age  twenty-eight 
years.  Married.  Sterile.  Uterus  retroverted  and  fixed. 
Transverse  incision.  Appendectomy.  Yentral  suspen- 
sion. Right  ovary  suspended  by  Barrow's  operation.  Up 
on  first  day;  home  on  tenth.  January,  1909,  uterus  retro- 
verted as  before  operation. 

Case  CII.— August  5,  1908.  E.  V.,  age  thirty-five 
years.  Sterile.  Backache  and  bearing  down.  Retrover- 
sion. Transverse  incision.  Round  ligaments  shortened. 
Cystic  ovary  resected.  Appendectomy.  Up  on  first  day; 
home  on  seventh.  Present  condition:  no  pain,  uterus  in 
good  position. 

Case  CIII.— September  3,  1908.  M.  B.,  age  twenty- 
nine  years.  Married.  Two  children.  Dysmenorrhea. 
Backache.  Retroversion  with  adhesions.  Transverse  in- 
cision. Adhesions  freed.  Ventral  suspension.  Appendix, 
thickened  and  adherent,  removed.  Up  on  second  day; 
home  on  seventh.     Present  condition:  well. 
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Case  CIV.— September  10,  1908.  A.  D.,  age  thirty- 
eight  years.  Married.  Retroversion.  Right  ovarian  cyst 
size  of  orange.  Transverse  incision.  Cyst  removed.  Ven- 
tral suspension.  Appendectomy.  Up  on  second  day ;  home 
on  seventh.  Present  condition:  seven  months  pregnant; 
feels  well. 

Case  CV.— October  24,  1908.  M.  S.,  age  thirty-three 
years.  Single.  Retroversion.  Transverse  incision. 
Round  ligaments  shortened.  Appendectomy.  Up  on  third 
day;  home  on  eighth. 

Case  CVI. — October  29,  1908.  K.  G.,  age  thirty-three 
years.  Mutipara.  Retroversion.  Lacerated  perineum. 
Perineorrhaphy.  Median  incision.  Gilliam.  Appendec- 
tomy. Morphia,  gr.  14.  Up  on  eleventh  day;  home  on 
seventeenth. 

Case  CVII.— October  29,  1908.  M.  M.,  age  forty 
years.  Single.  Retroversion.  Rectocele  with  intact 
hymen.  Median  incision.  Ventral  fixation.  Perineorrha- 
phy. Up  on  tenth  day;  home  on  thirteenth.  January, 
1910,  well. 

Case  CVIII. — iN'ovember  26,  1908.  A.  D.,  age  thirty- 
eight  years.  Multipara.  Perineum  repaired  shortly  be- 
fore. Transverse  incision.  Gilliam.  Up  on  second  day; 
home  on  seventh. 

Case  CIX.— April  27,  1909.  M.  H.,  age  thirty-six 
years.  Married.  Sterile.  Backache;  dyspareunia  at 
times ;  tender  over  appendix ;  nervous.  Retroversion. 
Transverse  incision.  Appendectomy.  Round  ligaments 
shortened  by  Baldy's  method.  Up  on  second  day;  home 
on  ninth.  Present  condition:  well,  except  for  pain  in 
right  ovary  at  times. 

Case  CX. — June  10,  1909.  H.  L.,  age  twenty-nine 
years.  Married.  One  child.  Induced  abortion  two  years 
ago,  severe  backache  since.  Uterus  retroverted  and  ad- 
herent; tender  mass  on  either  side;  perineum  lacerated; 
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some  rectocele.  Transverse  incision.  Adhesions  freed 
about  uterus  and  prolapsed  ovaries ;  tubes  normal.  Round 
ligaments  shortened  by  Baldy's  method.  Appendix  re- 
moved. Perineorrhaphy.  Up  on  sixth  day;  home  on 
tenth.     Present  condition:  normal. 

Case  CXI. — June  17,  1909.  A.  S.,  age  twenty-nine 
years.  Married.  Sterile.  Retroversion.  Transverse  in- 
cision. Baldy's  operation.  Appendectomy.  Up  on  fourth 
day;  home  on  eighth.     Present  condition:  normal. 

Case  CXII. — June  24,  1909.  J.  D.,  age  twenty-two 
years.  Single.  Pain  on  right  side  of  abdomen  for  three 
months,  getting  worse,  and  now  extending  down  thigh. 
Tender  over  appendix.  Retroversion.  Transverse  inci- 
sion. Appendectomy.  Right  ovary,  firmly  adherent  to 
pelvic  floor,  freed.  Baldy's  operation.  Up  on  first  day; 
home  on  sixth.     Present  condition:  normal. 

Case  CXIIL— July  27,  1909.  A.  W.,  age  twenty- 
seven  years.  Married.  One  induced  abortion  at  three 
months  two  years  ago.  Says  that  one  year  ago  left  tube 
was  taken  out  and  round  ligaments  shortened.  Constant 
pain  made  worse  by  defecation.  Uterus  retroverted  and 
adherent  with  tender  mass  to  left.  Transverse  incision. 
Heavy  retroverted  uterus  freed  and  brought  forward.  Sig- 
moid, firmly  adherent  to  site  of  left  tube  and  top  of  broad 
ligament,  was  separated  with  difficulty.  Right  ovary  freed 
from  adhesions.  Appendectomy.  Round  ligaments  short- 
ened by  Baldy's  method.  Up  on  second  day;  home  on 
sixth.     Present  condition:  good,  no  pain. 

Case  CXIV.— July  31,  1909.  M.  C,  age  twenty-six 
years.  Single.  Backache.  Tender  over  appendix.  Retro- 
version. Transverse  incision.  Adherent,  thickened  appen- 
dix removed.  A  bean-shaped  stone  found  loose  in  ab- 
domen near  appendix.  Round  ligaments  shortened  by 
Baldy's  operation.  Up  on  third  day;  home  on  twelfth. 
Present  condition:  pain  relieved;  feels  well. 
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Case  CXV.August  5,  1909.  ISF.  H.,  age  twenty-three 
years.  Married.  Sterile.  Adherent  retroversion.  Back- 
ache and  bearing  down.  Transverse  incision.  Round  liga- 
ments shortened  by  Baldy's  operation.  Up  on  second  day ; 
home  on  eighth.     Present  condition:  well. 

Case  CXVI.— August  12,  1909.  L.  K.,  age  thirty-one 
years.  Married.  Pain  in  back  and  bearing  down  since 
birth  of  first  child.  Retroversion.  Relaxed  pelvic  floor. 
Transverse  incision.  Round  ligaments  shortened  by 
Baldy's  operation.  Appendectomy.  Perineorrhaphy.  Up 
on  second  day ;  home  on  eighth.  Present  condition :  uterus 
in  good  position,  perineum  firm,  no  pain. 

Case  CX VII.— August  26,  1909.  E.  U.,  age  thirty- 
two  years.  Multipara.  Pelvic  aching  when  on  her  feet. 
Pain  and  tenderness  over  appendix.  Retroversion  and 
chronic  salpingitis.  Transverse  incision.  Tube  and  right 
ovary  removed.  Mass  of  dilated  veins  in  left  mesosalpinx 
ligated  and  removed.  Appendectomy.  Infundibulo-pelvic 
ligaments  sewed  to  cornua  held  uterus  in  good  position. 
Cervix  and  perineum  repaired.  Up  on  third  day;  home 
on  tenth. 

Case  CXVIIL— September  9,  1909.  M.  M.,  age 
thirty-three  years.  Married.  Retroversion.  Pelvic  floor 
relaxed.  Transverse  incision.  Baldy's  operation.  Ap- 
pendectomy. Up  on  second  day.  Perineum  repaired  on 
seventh  day.  Home  on  fourteenth.  Present  condition: 
"feels  better  than  in  years." 

Case  CXIX.— September  16,  1909.  A.  A.,  age  thirty- 
nine  years.  Married.  One  child.  One  abortion.  Com- 
plains greatly  of  pain  over  lower  abdomen  and  bearing 
down  when  on  her  feet.  Operation  eight  years  ago  at  one 
hospital  for  rectal  prolapse  and  eight  months  ago  at  an- 
other for  appendicitis,  movable  kidney  and  right  inguinal 
hernia.  Uterus  retroverted,  pelvic  floor  relaxed,  deep  lac- 
eration of  cervix.    Transverse  incision.    Baldy's  operation. 
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Cervix  amputated.  Perineorrhaphy.  Up  on  second  day; 
back  to  bed  because  of  bleeding  from  cervix.  Up  again  on 
seventh  day;  home  on  fourteenth.  April,  1910,  has  "gained 
in  weight  and  feels  fine." 

Case  CXX.— October  7,  1909.  E.  S.,  age  thirty-six 
years.  Multipara.  Constant  sacral  backache  and  bearing 
down  for  three  years.  Transverse  incision.  Gilliam  opera- 
tion.   Perineorrhaphy.    Up  on  third  day ;  home  on  eighth. 

Case  CXXL— October  14,  1909.  M.  B.,  age  thirty- 
eight  years.  Multipara.  Constant  pain  and  backache  with 
bearing  down  when  on  her  feet.  ]S[eurasthenic.  Trans- 
verse incision.  Gilliam  operation.  Perineorrhaphy.  Ap- 
pendix with  concretion  removed.  Up  on  third  day;  home 
on  tenth.  Present  condition:  no  pain  in  back  or  bearing 
down,  but  neurasthenic. 

Case  CXXII.— December  16,  1909.  L.  S.,  age  thirty- 
two  years.  Multipara.  Dysmenorrhea.  Backache. 
Bearing  down.  Miserable.  Losing  weight.  Transverse 
incision.  Baldy's  operation.  Perineorrhaphy.  Up  on 
second  day;  home  on  seventh.  Present  condition:  no  pel- 
vic symptoms,  but  has  tuberculosis. 

Case  CXXIII.— January  17,  1910.  M.  F.,  age  thirty- 
eight  years.  Multipara.  Retroversion  with  adhesions. 
Lacerated  perineum  and  rectocele.  Transverse  incision. 
Ventral  suspension.  Perineorrhaphy.  Up  on  third  day; 
home  on  tenth.     Present  condition:  normal. 

Case  CXXIV.— January  27,  1910.  R.  B.,  age  twenty- 
five  years.  Multipara.  Backache  for  five  years.  Retro- 
version. Transverse  incision.  Baldy's  operation.  Up  on 
second  day;  home  on  sixth.  Present  condition:  normal; 
no  pain. 

Case  CXXV.— March  26,  1910.  S.  M.,  age  twenty- 
seven  years.  Married.  One  child,  nine  years  old.  Back- 
ache. N'o  menstruation  for  three  years,  but  severe  pain  in 
lower  abodmen  each  month.    Transverse  incision.    Ovaries 
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atrophic.  Baldy's  operation.  Appendectomy.  Perineor- 
rhaphy. Up  on  fourth  day ;  home  on  ninth.  Present  con- 
dition: normal. 

Case  CXXVI.— April  28,  1910.  F.  H.,  age  twenty- 
one  years.  Married.  One  child.  One  abortion.  Eetro- 
version.  Transverse  incision.  Baldy's  operation.  Ap- 
pendectomy. Up  on  third  day;  home  on  sixth.  Present 
condition:  well. 

OPERATIONS    FOR   ACUTE    APPENDICITIS. 

Case  CXXVII.— January  13,  1908.  A.  M.,  age  twelve 
years.  This,  third,  attack  started  twenty-four  hours  be- 
fore with  vomiting,  pain,  fever  and  prostration.  Ab- 
domen rigid;  face  pinched;  pulse  130,  weak;  temperature 
103°.  Right  rectus  incision.  Gangrenous,  ruptured  ap- 
pendix removed.  Small  cigarette  drain.  Child  kept  on 
right  side.  Up  on  seventh  day ;  home  on  twelfth.  Present 
condition:  well. 

Case  CXXVIIL— June  11,  1908.  B.  F.,  age  twenty- 
eight  years.  Multipara.  Acute  appendicitis.  Transverse 
incision.  Appendecomy.  Up  on  first  day;  home  on  sev- 
enth.    Present  condition:  well  in  June,  1909. 

Case  CXXIX.— July  9,  1908.  A.  D.,  age  twenty- 
three  years.  Married.  Pregnant  four  months.  Acute  ap- 
pendicitis. Transverse  incision.  Appendix,  lymph  cov- 
ered and  reddened,  removed.  Up  on  first  day;  home  on 
eighth.  Present  condition :  pregnancy  not  disturbed.  July, 
1909,  reports  well. 

Case  CXXX.— March  18,  1908.  M.  O.,  age  forty-five 
years.  Widow.  Acute  appendicitis.  Right  rectus  inci- 
sion. Thickened,  edematous,  lymph-covered  appendix  re- 
moved.    Up  on  third  day;  home  on  nineteenth. 

Case  CXXXL— November  25,  1908.  C.  P.,  age 
twenty-three.     Single.     Acute  appendicitis.     Right  rectus 
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incision.  Pus.  Cigarette  drain.  Wound  healed  without 
infection.    Up  on  twelfth  day ;  home  on  fourteenth. 

Case  CXXXII.— December  2,  1908.  M.  C,  age  (?). 
Acute  appendicitis.  Right  rectus  incision.  Up  on  second 
day;  home  on  ninth. 

Case  CXXXIII.— May  13,  1909.  M.  E.,  age  twenty- 
three  years.  Married.  Sterile.  One  year  ago  was  curetted 
by  a  surgeon  for  profuse  menstruation  and  since  has  suf- 
fered continual  pelvic  pain,  increased  during  menstrua- 
tion. Very  tender  over  appendix.  Adhesions  about  ap- 
pendages. Transverse  incision.  Appendix  removed 
acutely  inflamed  and  distended  with  pus.  Appendages 
practically  normal  except  for  slight,  old  adhesions  which 
were  freed.  Up  on  second;  home  on  tenth.  Present  con- 
dition: no  pelvic  pain,  but  has  gonorrhea. 

Case  CXXXIV.— N'ovember  4,  1909.  L.  G.,  age 
twenty-seven  years.  Married.  One  child.  Acute  ap- 
pendicitis. Right  rectus  incision.  Up  on  second  day; 
home  on  fifth.    Present  condition :  normal. 
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Case  CXXXV.— January  23,  1908.  M.  G.,  age  twenty- 
seven.  Single.  Flows  profusely  for  two  weeks  each  month. 
Pain  and  tenderness  over  appendix.  Fistula  in  ano.  No 
evidence  of  tuberculosis.  Right  rectus  incision.  Appen- 
dectomy. Curettage  (hyper j)lastic  endometritis).  Fistula 
dissected  out  and  closed  by  sutures.  Up  on  third  day; 
home  on  twelfth. 

Case  CXXXVI.— February  6,  1908.  M.  D.,  age 
twenty-eight  years.  Married.  Pain  and  tenderness  over 
appendix.  Right  rectus  incision.  Appendectomy.  Up  on 
second  day ;  home  on  eighth.  Present  condition :  no  pain ; 
well. 
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Case  CXXXVII.— February  8,  1908.  J.  A.,  age 
thirty-two  years.  Married.  Chronic  appendicitis  and  sal- 
pingitis. Median  incision.  Appendix  stuffed  with  fecal 
concretions  to  size  of  little  finger  removed.  Right  tube 
resected ;  left  tube  and  ovary  removed.  Up  on  fourth  day ; 
home  on  twentieth.     Present  condition:  well. 

Case  CXXXVIII.— March  23,  1908.  M.  R.,  age 
twenty  years.  Single.  Slight  tenderness  over  appendix. 
History  of  two  slight  attacks  of  pain.  Right  rectus  in- 
cision. ApjDendectomy.  Up  on  third  day;  home  on 
eighth.  In  tip  of  appendix  bean-shaped  mass  of  adeno- 
carcinoma (Jeffries).  Last  seen  one  year  later,  well  then. 
Case  CXXXIX.— July  22,  1908.  B.  I.,  age  twenty- 
:five  years.  Married.  Attacks  with  pain  and  tenderness 
over  appendix.  Right  rectus  incision.  Appendectomy. 
Up  on  second  day;  home  on  eighth. 

Case  CXL. — August  18,  1908.  K  G.,  age  thirty-one 
years.  Married.  Attacks  with  pain  and  tenderness  over 
appendix.  Right  rectus  incision.  Appendectomy.  Up  on 
first  day ;  home  on  sixth.  Present  conditions :  well ;  preg- 
nant. 

Case  CXLI. — January  28,  1909.  C.  B.,  age  twenty- 
five  years.  Married.  One  child.  History  of  gonorrhea. 
Pain  over  appendix.  Wants  children.  Transverse  inci- 
sion. Appendix,  containing  concretion,  removed.  Adhe- 
sions about  tubes  freed.  Up  on  second  day;  home  on 
eighth.     Present  condition :  feels  well. 

Case  CXLII. — March  16,  1909.  C.  L.,  age  thirty  years. 
Married.  Several  abortions.  Backache.  Profuse  men- 
struation accompanied  by  severe  pain  in  the  region  of  the 
appendix.  No  flow  for  six  weeks.  Very  tender  over  ap- 
pendix. Retroverted  adherent  uterus.  Pregnant  about 
six  weeks.  Left  ovary  cystic  and  prolapsed.  Transverse 
incision.  Appendix,  congested  and  bound  down  by  recent 
adhesions,  removed.     Uterus  replaced.    Morphia  for  pain. 
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Much  nausea.  Aborted  on  fourth  day,  but  continued  to 
flow  and  on  sixth  day  was  gently  curetted  and  uterus  irri- 
gated with  watery  solution  of  iodine,  l^o  further  trouble. 
Up  on  seventh  day ;  home  on  tenth  day. 

Case  CXLIII. — ^April  14,  1909.  A.  S.,  age  twenty- 
six  years.  Multipara.  Chronic  appendicitis.  Right  rec- 
tus incision.  Appendectomy.  Up  on  first  day;  home  on 
seventh.     H^o  pain  since;  wound  firm. 

Case  CXLIV.— May  10,  1909.  G.  K.,  age  twelve 
years.  Attacks  of  pain  over  appendix  for  one  year.  Gib- 
son incision.  Appendix  containing  concretion  removed. 
Up  on  second  day;  home  on  sixth. 

Case  CXLV.— July  15,  1909.  A.  C,  age  twenty-six 
years.  Married.  Four  induced  abortions,  last  at  six 
weeks,  two  months  ago  by  midwife.  Bleeding  since.  Pain 
in  right  lower  abdomen.  Movable  cyst  to  right  and  an- 
terior to  uterus.  Transverse  incision.  Appendix  in  mass 
of  adhesions  removed.  Cyst  of  right  ovary  removed. 
Curettage.  Up  on  second  day;  home  on  eighth.  Present 
condition :  no  pain ;  feels  well. 

Case  CXLVI.— July  27,  1909.  E.  G.,  age  eighteen 
years.  Single.  Attacks  of  pain  in  right  lower  abdomen 
for  three  years.  Tender  over  appendix.  Right  ovary 
cystic.  Gonorrhea.  Transverse  incision.  Appendix 
buried  in  adhesions  removed.  Small  right  ovarian  cyst 
removed.  Up  on  second  day;  home  on  sixth.  Present 
condition :  no  pain ;  general  condition  good. 

Case  CXLVIL— September  9,  1909.  I.  D.,  age  forty- 
two  years.  Married.  One  child  seven  years  ago.  Men- 
struation normal,  last  in  February.  Has  since  then  had 
pain  in  right  side.  Uterus  like  seven  months'  pregnancy. 
Diagnosis  (Dr.  Tovey).  Chronic  appendicitis  with  preg- 
nancy. Transverse  incision.  Thickened  appendix  re- 
moved. Up  on  third  day ;  some  erampy  pains  with  bleeding 
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on  fourth  daj;  put  back  to  bed;  home  on  tenth  day.     (See 
Case  XXVIII.) 

Case  CXLVIII.— September  9,  1909.  B.  H.,  age 
thirty-five  years.  Married.  Pain  in  right  side.  Tender 
over  appendix.  Gibson  incision.  Appendectomy.  Up  on 
second  day ;  home  on  sixth.  Present  condition :  no  pain ; 
feels  well. 

Case  CXLIX.— January  20,  1910.  R.  E.,  age  forty- 
five  years.  Multipara.  Pain  and  tenderness  over  ap- 
pendix. Backache.  Bearing  down.  Pain  on  defecation. 
Eight  rectus  incision.  Appendectomy.  Perineorrhaphy. 
Up  on  fourth  day ;  home  on  eighth.  Had  to  be  catheterized 
for  four  days.  Present  condition :  normal,  except  for  per- 
sistent bladder  irritation. 

Case  CL.— March  31,  1910.  F.  E.,  age  twenty-five 
years.  Married.  Operated  three  years  ago  for  appendi- 
citis. ISTow  dragging  pain  on  walking.  Transverse  inci- 
sion. Thick  band  of  adhesions  from  cecum  to  scar  divided, 
and  raw  surfaces  covered  by  peritoneum.  Up  on  third 
day ;  home  on  ninth.     Present  condition :  well. 

Case  CLL— April  7,  1910.  E.  C,  age  thirty-six  years. 
Multipara.  Pain  on  right  side,  extending  down  thigh. 
Uterus  fixed  by  mass  on  right  side.  Transverse  incision. 
Appendectomy.  Left  multilocular  cyst  removed.  Up  on 
second  day ;  home  on  seventh.     Present  condition :  well. 

Case  CLIL— April  21,  1910.  S.  C,  age  thirty-eight 
years.  Married.  Sterile.  Pain  in  right  side,  extending 
into  leg.  Small  mass  to  right  of  uterus.  Transverse  in- 
cision. Appendix  and  right  ovary  adherent;  appendix  re- 
moved; ovary  freed.  Up  on  second  day;  home  on  sixth. 
Present  condition:  well. 
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OPEEATIO^"S  FOE  VENTEAL  HEENIA. 

Case  CLIII.— October  23,  1908.  B.  G.,  age  forty  years. 
Married.  Operation  for  pus  tubes  two  years  ago;  hernia 
following.  Mayo  operation.  Up  on  fourth  day ;  home  on 
twelfth  wearing  Boldt  binder.      Present  condition :  well. 

Case  CLIV.— October  22,  1908.  L.  Mc.  K.,  age  thirty- 
one  years.  Multipara.  Very  fat.  Large  ventral  hernia 
following  median  abdominal  section  in  1907  (Dr.  Tovey). 
Closed  by  overlapping  fascia  (Dr.  Wells).  Up  on  twelfth 
day;  home  on  seventeenth.  Hernia  occurred.  (See  Case 
CLVI.) 

Case  CLV. — January  14,  1909.  L.  W.,  age  forty-seven 
years.  Widow.  Obese.  Had  been  operated  on  by  Dr. 
Wells  a  year  before  by  hysterectomy  for  large  fibroid  and 
now  has  a  median  ventral  hernia  the  size  of  a  child's  head. 
Fascia  freed  and  overlapped.  Wound  closed  with  through- 
and-through  silkworm-gut  sutures  besides  plain  catgut  for 
peritoneum  and  muscle  and  mattress  sutures  of  number 
two  chromic  gut  for  the  overlapped  fascia.  Considerable 
tension.  Wound  healed  aseptically.  Patient  allowed  to 
sit  up  on  fourteenth  day.  The  next  day  she  had  a  severe 
fit  of  coughing  and  complained  of  pain  in  the  wound  and, 
on  examination,  it  was  found  that  her  hernia  had  reap- 
peared. She  was  fitted  with  a  snug  abdominal  bandage 
which  made  her  comfortable  and  no  further  attempt  at 
operation  was  advised. 

Case  CLVI.— July  1,  1909.  L.  Mc.  K.,  age  thirty-two 
years.  First  operation  by  Dr.  Tovey  in  1907  for  double 
pus  tubes.  Median  incision,  healed  by  primary  union. 
After  she  went  home  patient,  who  was  a  janitress,  lifted  a 
heavy  barrel  and  felt  her  wound  give  way.  Second  opera- 
tion by  Dr.  Wells  at  polyclinic,  October  22,  1908.  Fascia 
overlapped;  primary  union;  but  in  a  few  months  hernia 
reappeared.     Third  operation  by  Dr.  Tovey  at  polyclinic, 
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July  10,  1909.  Wound  infected,  healed  by  granulation. 
Up  on  sixteenth  day ;  home  on  twenty-first.  Last  seen  two 
months  after  operation  when  wound  was  still  firm. 

Case  CLVIL— E"ovember  18,  1909.  J.  U.,  age  thirty- 
six  years.  Married.  Left  appendages  removed  for  pus 
in  1906.  Supravaginal  hysterectomy  in  1907.  ISToticed 
lump  in  scar  six  months  ago.  Hernia  closed  by  overlap- 
ping fascia.  Patient  very  fat;  fascia  friable;  much  ten- 
sion. Severe  shock;  acute  dilatation  of  stomach;  tube 
passed;  persistent  vomiting;  much  distention.  Fat  sup- 
purated. Up  on  twenty-fifth  day ;  home  on  fortieth.  June, 
1910:  feels  well.  Lower  angle  of  scar  weak,  wears  band- 
ages. 

OPEEATIONS   FOE   OVAKIAN   DISEASE. 

Case  CLVIIL— April  13,  1908.  F.  B.,  age  thirty- 
eight  years.  Married.  One  year  ago  a  general  surgeon 
did  a  vaginal  hysterectomy  for  fibroid  uterus.  He  found 
the  ovaries  adherent  and  enlarged,  but  could  not  remove 
them.  Abdomen  now  distended  to  size  of  six  months'  preg- 
nancy. Median  incision  by  Dr.  Wells.  Bladder  high  up 
on  mass  pushed  off  with  gauze.  Tumor  friable  and  densely 
adherent  everywhere.  Cleavage  plane  finally  found  and 
mass  enucleated.  It  was  now  found  that  the  left  ureter 
was  cut  at  the  pelvic  brim  and  stripped  loose  to  the  blad- 
der, its  blood  supply  being  cut  off.  Ligature  at  pelvic 
brim  and  bladder.  Vaginal  drainage  and  Fowler  position. 
Second  day  temperature  and  pulse  only  slightly  raised, 
bowels  moved,  no  distention,  feels  well,  sitting  up  in  bed, 
but  passes  only  a  small  amount  of  smoky  urine.  Died  on 
seventh  day  of  uremia.    ISTo  autopsy  allowed. 

Case  CLIX. — May  8,  1908.  Age  eighteen  years.  Vir- 
gin. Profuse  flowing  for  four  months.  Abdomen  en- 
larged by  cyst  to  size  of  seven  months'  pregnancy.    Median 


492  ABDOMINAL  SECTION 

incision.  IS^ecrotic  looking,  friable,  adherent  cyst  contain- 
ing brainlike  material  and  blood  clots  removed  piecemeal. 
Malignant  type  of  adenocarcinoma  (Jeffries).  Up  on  fifth 
day;  home  on  fourteenth.  Recurrence  and  death  in  St, 
Vincent's  Hospital  in  August,  1908. 

Case  CLX.— September  24,  1908.  A.  B.,  age  thirty- 
five  years.  Median  incision.  Left  adherent  ovarian  cyst 
size  of  large  orange  removed.  Right  dermoid,  same  size, 
adherent  deep  in  pelvis,  removed.  Ventral  suspension. 
Tip  on  second  day;  home  on  ninth. 

Case  CLXI. — April  1,  1909.  E.  L.,  age  twenty-four 
years.  Married.  Sterile.  Neurasthenic.  Constant  pain 
in  region  of  ovaries  and  sacrum,  becoming  more  severe 
during  menstruation.  Marked  tenderness  over  appendix. 
Ovaries  prolapsed,  enlarged,  apparently  cystic,  and  very 
tender.  Transverse  incision.  Adherent  appendix  removed. 
Right  ovary  like  a  large  pickle,  3  inches  long  and  1^ 
inches  thick,  very  white  and  containing  many  small  cysts, 
was  resected,  about  three-fourths  being  removed.  Left 
ovary  also  very  large  and  white,  contained  a  clear  cyst 
and  a  corpus  luteum  cyst  size  of  a  plum,  was  resected. 
The  cut  surfaces  of  both  ovaries  looked  normal.  Ovaries 
held  up  by  Barrow's  operation.  Patient  did  well,  but  re- 
fused to  sit  up  until  the  sixth  day;  home  on  fourteenth. 
Present  condition:  improved,  but  still  has  some  pain  and 
is  neurasthenic. 

Case  CLXIL— July  1,  1909.  J.  S.,  age  twenty-six 
years.  Married.  One  child.  Abortion  three  years  ago 
at  four  months  by  midwife.  Complains  of  pain  since, 
most  severe  on  left  side  and  in  sacrum.  Wants  child. 
Small  ovarian  cyst  to  left ;  right  appendages  prolapsed  and 
adherent.  Tender  over  appendix.  Transverse  incision. 
Left  ovarian  cyst  removed.  Both  tubes  removed.  Ap- 
pendix removed.  Small  tubercles  dotted  over  tubes  and 
appendix.     Pink  serous  fluid  in  abdomen.     Up  on  second 


BROOKS  H.  WELLS  493 

day;   home  on  seventh.      Present  condition:   apparently 
normal. 

Case  CLXIII.— August  12,  1909.  E.  S.,  age  twenty- 
eight  years.  Married.  Complains  of  pain  in  region  of 
right  ovary  and  pain  on  defecation.  Has  already  under- 
gone two  abdominal  sections.  Cystic  ovary  to  right  of 
uterus  size  of  peach;  to  left  of  uterus  tender,  indefinite 
thickening  supposed,  because  of  pain  on  defecation,  to  be  an 
adherent  sigmoid.  Transverse  incision.  Dense  adhesions 
between  intestine,  omentum,  and  pelvic  contents.  Eight 
ovarian  cyst  removed.  Adhesions  between  uterus  and  sig- 
moid separated  with  difiiculty  and  only  after  serious  in- 
jury to  peritoneum  of  gut,  which  was  repaired.  Other 
adhesions  allowed  to  remain.  Allowed  to  walk  to  toilet  on 
second  day.  Home  on  eighth  day.  Present  condition: 
well. 

Case  CLXIV.— March  3,  1910.  L.  A.,  age  twenty- 
eight  years.  Married.  One  child.  Abortion  three  months 
ago.  Dysmenorrhea.  Backache.  Bearing  down.  Uterus 
pushed  back  by  smooth,  rounded,  fluctuating  tumor  rising 
nearly  to  umbilicus.  Transverse  incision.  Eight  adherent 
cyst,  tube,  and  appendix  removed.  Portion  of  left  ovary 
saved.     Up  on  second  day;  home  on  sixth. 

Case  CLXV.— April  7,  1910.  A.  Z.,  age  twenty-four. 
One  child,  five  years  old.  Dysmenorrhea.  Bearing  down. 
Eight  ovarian  cyst.  Transverse  incision.  Multilocular 
cyst  removed.  Up  on  fourth  day ;  home  on  tenth.  Present 
condition.  Has  developed  paraplegia;  referred  to  neuro- 
logical department. 

Case  CLXVI.— July  3,  1908.  M.  H.,  age  twenty-five 
years.  Married.  Sterile.  Epilepsy.  Pelvic  pain.  Pro- 
lapsed ovaries.  Transverse  incision.  Barrow's  operation. 
Appendectomy.  Colon  bacillus  infection  of  wound  found 
on  fifth  day ;  treated  by  Bier  cup ;  healed  on  twelfth.  Up 
on  seventh  day;  home  on  twelfth. 
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Case  CLXVII.— October  10,  1908.  E.  R.,  age  twenty 
years.  Dyspareunia.  Prolapsed  ovaries.  Transverse  in- 
cision. Barrow's  operation.  Up  on  second  day;  home  on 
tenth. 

CESAEEAN  SECTION. 

Case  CLXVIII.— March  31,  1910.  S.  M.,  age  twenty- 
two.  Primipara.  Cyst  size  of  grape-fruit  obstructing  pel- 
vis. Cyst  because  of  its  ribbed  surface  and  a  mass  feeling 
like  bone  thought  to  be  a  dermoid.  Pregnant  at  term. 
Cesarean  section.  Placenta  under  incision.  Child  and 
placenta  delivered  with  membranes  intact.  Cyst  removed. 
Morphia  for  pain.  Highest  postoperative  temperature 
100.6°;  pulse  80.  Pathologist  (Dr.  Jeffries)  reports  cyst 
to  be  a  papilloma.  Up  on  tenth  day ;  home  on  fourteenth. 
Mother  and  child  well. 

adhesions  aftek  ventral  fixation. 

Case  CLXIX.— May  22,  1909.  M.  S.,  age  forty-one 
years.  Multipara.  Very  fat.  Several  years  ago  she  had 
an  operation  done  for  prolapse,  the  operator  fixing  the 
fundus  of  the  uterus  to  the  abdominal  wall  midway  be- 
tween the  umbilicus  and  the  symphysis.  She  now  has 
complete  prolapse  of  uterus  and  vagina.  Sound  can  be 
passed  into  prolapsed  uterus  7^  inches.  Vaginal  inci- 
sion from  cervix  to  urethra;  bladder  freed  from  vagina 
and  uterus;  peritoneum  opened  and  attempt  made  to  de- 
liver fundus.  The  very  dense  adhesion  of  fundus  to  ab- 
dominal wall  could  not  be  safely  reached  from  below,  so 
the  abdomen  was  opened  by  a  median  incision  through  the 
old  scar  and  a  firm  band  the  size  of  a  finger  divided.  The 
operation  was  finished  through  the  vagina  by  amputation 
of  the  cervix,  implantation  of  the  fundus  under  the  bladder 
by  Watkins'  method,  and  repair  of  the  perineum  by  direct 
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suture  of  the  levator  muscles.  Patient  was  allowed  up  on 
the  twelfth  day  and  home  on  the  fourteenth.  Present  con- 
ditions :  comfortable,  but  when  erect,  uterus  sags  down  so 
that  the  cervix  touches  the  firm  perineum. 

EXPLOEATOEY. 

Case  CLXX.— January  24,  1908.  M.  A.,  age  thirty- 
eight  years.  Widow.  Bleeding  from  vagina  for  four 
months.  Carcinoma  at  internal  os.  Median  incision. 
Metastases.  Radical  operation  not  considered  advisable. 
Abdomen  closed.  Up  on  fourth  day;  home  on  tenth. 
Treated  later  by  acetone  with  temporary  improvement  of 
symptoms. 

Case  CLXXI.— January  25,  1910.  M.  C,  age  forty- 
eight  years.  Thin  and  weak.  Severe  pain  when  bowels 
move.  Mass  to  left  and  behind  uterus.  No  leukocytosis. 
Transverse  incision  by  Dr.  Wells.  Exploration  showed 
inoperable  carcinoma  of  sigmoid.  Died  on  third  day  of  ex- 
haustion and  possible  ileus. 

death  on  table  feom  heaet  failuee. 

Case  CLXXII.— March  18,  1909.  L.  W.,  age  forty 
years.  Multipara.  Menstruation  regular  and  normal  un- 
til ten  years  ago,  when  she  began  to  flow  more  than  usual. 
IsTow  flows  profusely  every  three  weeks  with  spotting  after 
intercourse  or  digital  examination,  or  after  being  on  her 
feet  or  walking.  Foul-smelling  vaginal  discharge.  Has 
lost  weight.  Severe  pelvic  pain  and  backache.  Curetted 
October,  1908.  Microscope  shows  no  evidence  of  carci- 
noma. Curetting  relieved  her  hemorrhages  until  January, 
1909,  when  she  had  an  attack  of  pain  and  fever  with  a 
mass  in  region  of  appendix.  Uterus  enlarged  by  fibroid 
nodules  so  that  fundus  is  2  inches  above  symphysis.     Ten- 
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der  mass  on  left  side  of  pelvis  reaching  above  pelvic  brim. 
Much  exhausted  bj  the  continuous  pain  and  bleeding. 
Urine  normal.  Heart  slightly  enlarged;  apex  beat  in 
nipple  line;  systolic  murmur  heard  over  apex  and  below 
angle  of  scapula;  pulmonic  second  sound  accentuated; 
pulse  slightly  irregular.  As  her  mitral  regurgitation 
seemed  to  be  well  compensated,  and  she  had  been  under 
observation  for  over  two  years,  it  was  decided  after  con- 
sultation to  risk  operation.  Ether  was  given  by  a  very 
skilled  anesthetist.  Transverse  incision  (by  Dr.  Wells). 
Peritoneal  cavity  contained  considerable  red,  jellylike  exu- 
date. Fibroid  uterus  with  diseased  appendages  and  left 
ovarian  cyst.  To  facilitate  clearing  of  operative  field  pa- 
tient was  raised  to  a  moderate  Trendelenburg  position,  and 
died  instantly  with  heart  in  diastole.     Autopsy  refused. 


DISCUSSION. 


Dr.  Herman  J.  Boldt. — To  begin  with,  I  can  conscien- 
tiously verify  every  word  that  Dr.  Wells  has  said  to  you.  It 
is  true  that  the  early  mobility  of  patients  after  abdominal 
section  meets  with  considerable  opposition,  but  the  opposition 
does  not  come  from  those  who  have  conscientiously  tried 
that  method  of  treatment.  The  opposition  comes  principally 
from  those  who  have  not  tried  it  and  who  oppose  it  alone  on 
theoretical  grounds.  Were  this  not  the  case,  we  would  not 
find  the  advocates  of  early  mobility  of  abdominal  section 
patients  so  rapidly  increasing,  more  markedly  abroad  than 
in  this  country,  and  yet  even  here  we  find  one  after  another 
being  converted  to  this  method  of  treatment.  And  why  is 
it?  It  is  for  the  reasons  that  Dr.  Wells  has  stated  to  you,  the 
convalescence  of  these  patients  is  more  rapid.  It  is  more 
satisfactory.  All  the  phases  included  in  the  convalescence 
of  the  patient  are  in  every  way  perfect  and  satisfactory. 
While  deaths  do  occur,  they  have  not  occurred  so  far  because 
of  early  mobility  of  patients  after  operation.     The  deaths 
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should  be  attributed  to  other  causes.  It  is  unnecessary, 
after  putting  on  one  of  the  plaster  binders,  to  bother  with  the 
wound  unless  there  is  a  particular  indication  for  it.  I  never 
look  at  the  wound  for  the  first  two  or  three  weeks  unless 
the  patient  runs  a  temperature,  which  sometimes  occurs, 
indicating  that  possibly  there  is  a  suppurative  condition 
present  in  the  abdominal  parietes.  Then,  we  must  remember 
these  patients  must  be  treated  as  other  patients.  I  also 
made  an  inspection  if  there  is  continued  pain  in  the  abdomen 
after  three  or  four  days  subsequent  to  operation.  Do  not  let 
us  oppose  a  method  of  treatment  on  theory,  but  let  us  test 
it.  I  only  know  one  gentleman  who  said  he  had  tried  it  and 
had  given  it  up.  I  do  not  believe  he  gave  it  a  conscientious 
test;  I  refer  to  one  of  our  ex-Presidents,  Dr.  Baldy.  Two 
years  ago  he  tried  it  in  a  few  instances  and  gave  it  up.  I  can 
only  say  that  if  any  of  you  will  give  this  method  of  treatment 
a  thorough  trial  you  are  likely  to  find  it  satisfactory. 

Dr.  Barton  Cooke  Hirst. — We  as  surgeons  cannot  judge 
of  this  method  of  early  getting  up  of  patients  after  operations 
correctly.  In  my  twenty  years  experience  as  gynecologist 
to  the  orthopedic  hospital,  which  is  filled  mostly  with  cases 
of  nervous  diseases,  the  neurological  staff  tell  me  that  since 
this  practice  of  early  getting  up  has  come  into  vogue  the 
number  of  post-operative  cases  of  neurasthenia  has  increased 
enormously.  In  that  institution,  when  I  operate  for  a 
neurologist,  he  keeps  the  patient  confined  to  bed  five  weeks 
after  abdominal  section.  He  gives  her  massage  and  elec- 
tricity, allows  her  to  get  up  for  five  minutes  at  a  time  at  the 
end  of  three  weeks,  but  does  not  discharge  the  patient  for 
five  weeks.  These  patients  are  in  a  better  condition,  I  think, 
three  months  after  operation  than  the  patients  gotten  up 
early.  By  observing  the  two  plans,  one  in  my  surgical  clinics, 
where  I  have  shortened  the  time  of  convalescence  in  accord 
with  the  practice  of  Dr.  Boldt  and  others,  but  not  to  an 
extreme  degree,  and  following  the  other  plan  in  patients  at 
the  orthopedic  hospital,  where  the  opposite  system  is  prac- 
tised, the  patients  three  to  six  months  after  operation  are  in 
better  general  condition,  I  think,  when  there  has  been  a  slow 
convalescence  after  a  major  surgical  procedure. 

Dr.  I.  S.  Stone. — There  is  something  to  be  said  in  regard 
to  eserin  treatment,  and  I  will  not  go  over  the  whole  subject, 
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although  I  should  like  to  discuss  it  at  considerable  length, 
I  see  that  Dr.  Wells  has  adopted  Dr.  Cragin's  suggestion  in 
giving  eserin  while  the  patient  is  on  the  table.  We  have 
heard  here  of  nature's  plan  in  surgery,  and  I  do  not  see  why 
we  should  not  consult  nature's  plan  in  the  after-treatment 
of  these  cases.  There  is  no  one  thing  more  firmly  established 
in  the  minds  of  some  of  us  than  the  fact  that  the  abdominal 
organs,  especially  the  intestines,  need  rest  after  being  replaced 
in  the  abdominal  cavity.  I  do  not  know  that  very  many 
of  us  are  afraid  of  the  ordinary  light  adhesions  which  are 
supposed  to  exist  and  many  of  us  know  do  form  temporarily, 
and  I  cannot  see  why  we  need  to  produce  peristalsis  immedi- 
ately after  the  majority  of  our  operations.  There  may  be 
exceptional  instances  where  ahdesions  would  demand  it. 

While  Dr.  Wells  has  given  us  an  interesting  paper,  I  must 
take  exception  to  the  administration  of  castor  oil  while  the 
patient  is  on  the  table.  I  would  oppose  that.  I  do  not  disturb 
my  patients  in  that  way.  On  the  other  hand,  I  can  cordially 
sanction  nearly  everything  else  he  has  said,  especially  in 
regard  to  giving  water,  and  I  do  not  hesitate  now,  whenever 
there  is  necessity  for  it,  to  give  a  small  amount  of  heroin  or 
morphia.  I  do  not  approve  of  salts  either  before  or  after 
operation.  One  might  just  as  well  bleed  a  patient  from  a 
vein  as  to  give  epsom  salts  or  any  similar  agent.  It  produces 
a  watery  evacuation,  largely  drawTi  from  the  blood  of  the 
patient. 

I  cannot  agree  with  Dr.  Boldt  that  it  is  a  -v^ase  thing  to  get 
these  patients  up  early  after  major  operations.  In  cases  of 
light  operations  on  young  people  it  is  a  different  proposition. 
But  many  of  our  patients  need  rest  after  operation,  as  has 
been  suggested  by  Dr.  Hirst,  for  not  only  three  or  four  weeks, 
but  sometimes  six  weeks,  with  massage  treatment.  They 
need  it.  This  is  particularly  true  of  people  from  the  country. 
Many  of  them  work  hard  up  to  the  time  they  come  to  the 
hospital,  and  to  get  these  people  out  of  bed  shortly  after 
operation  is  unwise.  Only  a  year  or  two  ago  I  was  operated 
upon  myself,  and  if  anybody  had  tried  to  get  me  out  of  bed 
at  the  end  of  four  or  five  days  I  think  there  would  have  been 
trouble. 

Dr.  Seth  C.  Gordon. — Dr.  Boldt  has  not  told  you  what 
he  told  us  once  before,  that  he  had  one  patient  whose  abdo- 
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men  burst  open,  and  she  died  within  twenty-four  hours. 
He  did  not  tell  you  that  part  of  it. 

I  agree  fully  with  Dr.  Stone  that  a  great  many  of  these 
patients  need  absolute  rest.  They  come  to  us  exhausted 
and  nervous,  sleepless  in  anticipation  of  the  operation,  and 
the  first  thing  they  want  is  to  be  let  alone,  to  be  absolutely 
at  rest. 

There  are  two  or  three  points  in  Dr.  Wells'  exceedingly 
interesting  paper  to  which  I  should  take  some  exception.  I 
should  give  atropia  before  an  operation,  because  by  so  doing 
we  prevent  bronchorrhea  which  occurs  in  so  many  people, 
unless  you  have  a  skilled  anesthetist,  and  the  patient  has 
that  obstruction  to  breathing  which  is  disagreeable.  The 
atropia  will  remedy  that.  I  do  not  think  I  should  give 
eserin,  although  Craig  has  had  a  good  deal  to  say  about  it. 
I  give  my  patients  water  freely  afterward,  I  let  them  turn  in 
any  position  they  please  and  remain  there  as  long  as  they 
please.  Very  few  of  the  patients  I  have  want  to  get  up  for 
the  first  few  days  after  operation. 

In  regard  to  the  treatment  of  the  wound,  I  have  invariably 
used  the  through-and-through  suture  for  many  years — the 
silkworm  gut  suture.  There  is  always  a  little  danger, 
unless  you  are  extremely  careful,  of  including  the  intestine. 
In  one  case  I  caught  the  intestine  with  the  needle,  which 
produced  obstruction,  but  with  great  care,  if  you  put  in  two 
or  three  or  four  silkworm  gut  sutures,  and  then  use  catgut  for 
the  fascia,  you  have  a  closure  of  the  wound  which  almost 
no  accident  will  open.  I  leave  these  structures  at  least  two 
weeks.  Dr.  John  C.  Warren  in  his  surgical  work  showed 
conclusively  that  it  requires  three  weeks  to  get  absolutely 
solid  coaptation  of  tissue.  I  have  no  trouble  with  the  sutures 
coming  out,  and  the  patient  is  absolutely  secure  from 
accident.  On  the  whole,  from  ten  days  to  two  weeks  at  least 
every  patient  should  be  kept  in  bed. 

We  should  begin  the  diet  gradually.  Where  there  is 
any  disturbance  of  the  stomach  after  operations  I  like  to 
give  these  patients  ordinary  milk  of  magnesia,  allow  them  to 
liave  a  teaspoonful  of  it  five  or  six  times  a  day,  oftentimes 
eight  or  ten  times  a  day.  They  like  it.  It  quiets  gas.  It  is 
a  preventive  of  acidity,  and  in  two  or  three  days,  or  in  three 
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or  four  days,  you  will  get  action  of  the  bowels,  and  your 
patient  is  comfortable  all  the  time. 

Dr.  J.  Wesley  Bov^e. — I  congratulate  Dr.  Wells  on  the 
success  he  has  had  in  his  series  of  cases  with  this  system 
of  early  rising,  but  I  am  afraid  he  misleads  us  somewhat. 
For  instance,  let  us  take  his  group  of  ectopic  gestation  cases. 
I  know  that  in  some  of  the  cases  I  have  seen  the  hemoglobin 
percentage  has  been  down  to  10  or  12  per  cent,  and  the  red 
cell  count  1,400,000,  and  these  patients  are  not  fit  to  sit  up 
in  from  one  to  two  or  three  days  after  operation.  If  we 
have  a  case  of  mahgnant  diseases  of  the  intestine  or  of  the 
uterus,  where  there  are  intestinal  adhesions,  and  we  have  to 
resect  the  intestine,  I  do  not  think  the  patient  should  sit  up 
in  two  or  three  days.  It  is  not  safe,  and  I  also  think  in  many 
cases  while  we  are  doing  work  for  prolapse  of  the  uterus, 
or  a  recent  displacement,  or  where  we  have  a  secondary 
anemia  from  various  causes,  we  will  find  in  our  work  that 
these  patients  should  have  a  longer  period  of  rest.  In  many 
of  these  cases,  where  long  wasting  disease  has  produced 
marked  nervous  depression,  followed  by  neurasthenia,  the 
patients  get  more  benefit  from  remaining  in  bed  than  from 
sitting  up  or  moving  about.  They  have  been  sitting  up  for 
a  long  time  before.  If  he  takes  such  cases  as  I  mention  in  a 
series  along  with  what  he  has,  it  will  modify  his  statements 
as  to  the  results. 

Some  time  ago  I  went  with  Dr.  Peterson  to  the  Obstetrical 
Society  of  Chicago  where  Emil  Ries  presented  patients  on 
whom  he  had  done  abdominal  section  two  days  before. 
I  came  home  and  tried  the  method,  and  I  did  not  try  it  very 
long  before  some  of  my  patients  thought  it  was  cruel.  After 
trying  it  in  a  few  cases  I  came  to  the  conclusion  that  the 
patients  had  more  sense  than  I  did,  and  I  put  them  back 
to  bed. 

I  have  used  eserin  in  the  after-treatment  of  abdominal 
section  cases,  and  it  acts  nicely  in  doses  of  -^  gr.  hypoder- 
mically  in  producing  or  exciting  peristaltic  action.  It  will 
oftentimes  relieve  vomiting,  and  usually  after  operation 
I  follow  the  plan  of  giving  the  salicylate  hypodermically, 
followed  by  a  soap  suds  enema  in  a  half  hour,  and  it  acts 
satisfactorily.  I  believe  in  the  use  of  eserin.  I  am  afraid 
to  use  any  drug  which  vnU.  start  up  peristalsis  while  the 
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patient  is  on  the  operating  table,  and  allowing  it  to  go  on 
and  acting  afterwards,  because  some  time  we  can  do  harm 
in  that  way. 

So  far  as  the  use  of  morphine  for  the  relief  of  pain  after 
operation  is  concerned,  we  should  not  let  a  patient  suffer 
where  small  doses  of  morphine  will  relieve  pain.  Of  course, 
there  are  contra-indications  to  its  use.  Where  we  have 
marked  renal  insufficiency  we  must  be  cautious  about  the  use 
of  morphine,  but  I  do  not  think  we  should  allow  our  patients 
to  suffer  after  operation  if  we  can  possibly  prevent  it. 

Dr.  Wells  (closing). — I  thank  the  gentlemen  for  their 
free  discussion  of  the  paper.  There  is  no  hard  and  fast 
rule  to  be  laid  down  as  to  when  any  particular  patient 
shall  be  allowed  to  get  up.  When  I  say  these  patients  are 
allowed  out  of  bed  it  does  not  mean  they  are  allowed  out  of 
bed  for  a  whole  day.  They  are  hfted  out  of  bed  to  pass 
urine  or  to  have  the  bowels  move,  or  they  are  lifted  out  of 
bed  into  an  easy  chair  for  fifteen  minutes  or  half  an  hour. 
They  do  not  complain  that  they  suffer  pain.  The  backache 
that  Dr.  Stone  speaks  about  is  often  very  greatly  relieved 
by  the  change  of  position.  If  these  is  nausea  it  often  stops 
as  soon  as  the  patient  sits  up. 

The  patients  are  not  asked  to  get  out  of  bed  until  they  wish 
to,  but  they  are  told  they  will  feel  better  if  they  sit  up  for  a 
short  time  as  soon  as  they  feel  able  to.  Example  has  some 
influence.  A  patient  will  ask:  "Mrs.  So-and-So  was  operated 
on  last  week  and  on  the  second  day  she  was  allowed  to  sit  up. 
Why  can't  I  sit  up?"  Slender,  small  women  are  allowed 
out  of  bed  soon  after  operation.  A  fat  woman,  who  is  difficult 
to  move  on  account  of  her  weight,  is  kept  in  bed  longer.  If  a 
patient  is  neurasthenic  or  greatly  debihtated  she  may  be 
kept  in  bed  for  three  or  four  weeks,  but  she  is  allowed  out 
of  bed  for  a  httle  while  every  day,  and  she  is  expected  to  do 
better  than  those  who  are  kept  in  bed  continually. 
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By  Babton  Cooke  Hibst,  M.D., 
Philadelphia,  Pa. 


The  Census  Bureau  states  that  on  June  1,  1910,  the 
estimated  population  of  the  United  States  is  89,599,209. 
Applying  the  birth-rate  of  England  and  Wales  for  last 
year,  25.58  per  thousand  of  the  population,  as  our  own 
figures  are  unobtainable,  there  were  1,291,922  labors  at 
term  in  this  country  during  the  last  twelve  months. 

It  is  generally  admitted  that  eclampsia  occurs  once  in 
300  labors.  There  were,  therefore,  4306  cases  in  the 
United  States  last  year.  The  mortality  of  eclampsia  in 
general  practice  is  about  33  per  cent. ;  consequently,  1435 
of  our  countrywomen  lost  their  lives  last  year  by  this 
disease. 

Those  of  us  who  have  ample  experience  in  the  treatment 
of  eclampsia,  and  who  must  keep  informed  upon  the  sub- 
ject, know  that  the  mortality  can  and  ought  to  be  kept 
below  10  per  cent.  It  appears,  therefore,  that  the  lives  of 
more  than  one  thousand  women  are  unnecessarily  sacri- 
ficed in  our  country  every  year.  These  women,  in  the 
majority  of  cases,  are  primiparse,  just  entering  upon  wife- 
hood and  motherhood. 

Mere  words  and  figures  convey  no  adequate  idea  of  the 
irreparable  loss  to  the  family  and  to  the  community  indi- 
cated by  these  statistics.  Moreover,  this  irrefutable  state- 
ment is  a  serious  arraignment  of  our  profession. 
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It  would  seem,  therefore,  that  a  national  society  such 
as  ours  could  devote  itself  to  no  worthier  object  than  an. 
inquiry  into  the  cause  of  an  unnecessarily  high  mortality 
of  a  common  disease,  and  suggestions  to  the  profession  at 
large  for  improvement  in  treatment  that  will  insure  better 
results. 

What  follows  must  be  an  expression  of  individual 
opinion,  which  I  hope  will  be  supplemented  and  corrected 
by  the  views  of  our  members. 

Time  will  be  saved  by  a  succinct  statement  of  the 
writer's  present  routine  treatment,  preventive  and  cura- 
tive, of  eclampsia. 

If  the  blood  pressure  is  carefully  observed  and  regarded 
as  an  invariable  index  of  toxemia  in  the  latter  half  of 
pregnancy  when  over  150,  and  if  pregnancy  is  interrupted 
if  it  is  impossible  to  reduce  the  blood  pressure  below  180 
by  a  rigid  antitoxemic  regimen,  eclampsia  can  almost 
always  be  prevented. 

In  the  treatment  of  the  actual  convulsions  the  following 
scheme  can  be  depended  upon  to  reduce  the  mortality  under 
10  per  cent. : 

Lavage  of  the  colon  and  stomach  removes  a  possible 
additional  intoxication  from  the  alimentary  tract.  Pur- 
gation is  a  valuable  means  of  elimination.  The  stomach- 
pump  is  utilized  to  introduce  two  ounces  of  castor  oil 
with  a  drop  or  two  of  croton  oil.  The  purgation  is  con- 
tinued by  concentrated  Epsom  salt  solution  in  two-drachm 
doses  if  the  patient  can  swallow.  Sweating  is  the  most 
valuable  means  of  elimination.  The  patient  is  put  in  a 
sweat  cabinet  for  thirty  minutes  every  four  hours,  in  steam 
heat.  Every  physician  who  may  see  such  patients  should 
be  provided  with  a  portable  sweat  cabinet. 

Hypodermoclysis.  After  the  first  sweat  a  quart  of 
salt  solution  is  injected  under  the  breasts. 
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Subsequently  at  least  a  quart  of  the  solution  is  injected 
between  the  sweats  in  the  colon. 

Venesection.  If  the  blood  pressure  is  over  180,  six- 
teen ounces  of  blood  should  be  withdrawn. 

Medication.  Fifteen  minims  of  veratrum  viride  fluid 
extract  is  given  hjpodermically.  Subsequently  1/100  of 
nitrogylcerine  is  given  every  four  hours.  Chloral  by  the 
bow6l  and  chloroform  by  inhalation  during  the  convul- 
sions may  be  administered,  but  they  are  unimportant. 
Parathyroid  extract  is  of  value.  One  grain  is  adminis- 
tered every  four  hours. 

Obsteteicax,  Treatment.  If  the  woman  is  pregnant 
or  in  labor,  nothing  should  be  done  except  to  puncture  the 
membranes,  which  more  quickly  and  decidedly  reduces 
blood  pressure  than  anything  else.  Any  form  of  accouch- 
ment  force  adds  to  the  risk  and  increases  the  mortality. 
After  puncture  of  the  membranes  and  with  the  active  elim- 
inative  treatment  an  easy  spontaneous  labor  is  the  rule 
within  eight  hours. 

I  am  aware  that  this  statement  will  not  pass  unchal- 
lenged by  some  of  my  colleagues,  and  is  not  in  accord 
with  the  views  of  many  specialists  in  Europe,  but  it  is 
based  on  a  personal  observation  of  more  than  two  hundred 
and  sixty  cases  in  which  both  plans  have  been  tried.  I  find 
that  in  reviewing  these  cases  that  I  can  obtain  better  results 
by  non-intervention  than  by  active  interference.  In  spite, 
therefore,  of  some  predilection  in  favor  of  operative  treat- 
ment I  am  compelled  to  adopt  the  course  that  experience 
teaches  me  is  safest  for  my  patients. 

Finally,  treatment  must  be  continued  for  at  least  a  week 
after  the  cessation  of  convulsions.  !N'aturally,  the  severity 
is  reduced  as  the  patient  improves. 
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Dr.  Franklin  S.  Newell. — I  have  had  a  good  many 
cases  of  eclampsia  and  have  treated  them  both  expectantly 
and  by  immediate  operation,  and  my  results  have  shown 
great  improvement  since  I  have  delivered  these  women 
promptly  instead  of  waiting.  I  find  personally  that  sweating 
alone  does  not  help  the  patient.  Elimination  by  the  bowels 
is  the  most  important  thing  in  lessening  the  toxemia  in  these 
cases  next  to  removing  the  cause  of  the  toxemia  by  emptying 
the  uterus.  After  delivery  I  use  morphine  to  the  extent  of 
keeping  the  respiration  down  to  twelve  or  fourteen  per 
minute,  and  I  find  that  in  patients  so  treated  the  convulsions 
are  almost  invariably  stopped  and  the  patients  make  a  more 
satisfactory  recovery  than  in  the  cases  in  which  morphine 
is  not  used. 

I  wish  to  report  briefly  one  case  as  an  interesting  example 
of  the  application  of  a  new  form  of  treatment  in  the  man- 
agement of  eclampsia.  This  patient,  a  primipara,  had  one 
convulsion  and  had  been  promptly  delivered.  She  began 
sweating  profusely  immediately  after  delivery  and  continued 
for  many  hours,  but  apparently  it  had  no  effect  on  the 
toxemia.  During  the  fifteen  hours  after  delivery  the  patient 
passed  no  urine.  She  was  twice  catheterized,  once  eight 
hours  after  delivery  and  again  fifteen  hours  after  and  no 
urine  had  been  secreted.  The  pulse  at  this  time  began  to 
rise  and  the  patient  was  evidently  dying.  After  consultation 
it  was  decided  to  transfuse  the  patient  and  the  operation 
was  done  immediately,  the  patient's  brother  acting  as  donor. 
The  improvement  in  the  patient's  condition  was  almost 
immediate  and  from  the  time  the  transfusion  was  estab- 
lished she  steadily  improved.  In  the  next  twenty-four 
hours  she  passed  90  ounces  of  urine  and  her  bowels  moved 
freely,  and  from  that  time  on  made  a  perfectly  satisfactory 
recovery.  We  made  an  error  in  allowing  the  transfusion 
to  go  on  too  long  and  ran  the  risk  of  increasing  her  blood 
tension  to  such  a  degree  that  rupture  of  the  liver  might 
have  occurred,  as  has  occurred  in  experiments  on  dogs. 
A  more  satisfactory  recovery  from  a  desperate  condition 
I  have  never  seen,  and  I  believe  that  in  these  cases  of  acute 
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eclampsia  without  prodromal  symptoms  cases  may  be  saved 
by  transfusion  which  would  otherwise  be  lost,  but  I  do  not 
believe  that  when  patients  have  had  toxemic  symptoms 
for  days  or  weeks  and  the  liver  is  seriously  damaged  that 
transfusion  will  do  any  good. 

Dr.  Henry  D.  Fry. — On  account  of  the  shortness  of  the 
hour,  I  wish  to  speak  of  only  one  phase  of  this  subject,  and 
that  is  the  obstetric  treatment  of  eclampsia.  I  have  the 
highest  regard  for  the  opinion  of  Dr.  Hirst  and  his  ability 
for  studying  his  cases,  but  I  feel  for  the  safety  of  a  woman  in 
eclampsia  it  is  better  to  resort  to  immediate  evacuation  of 
the  uterus,  and  I  would  feel  some  degree  of  difl&dence  in 
stating  that  as  my  opinion,  contrary  to  what  Dr.  Hirst  has 
stated,  if  I  were  not  supported  by  other  observers.  My 
own  experience  and  that  of  my  colleagues,  where  we  have 
adopted  this  method  in  a  limited  number  of  cases,  has  been 
that  the  maternal  mortality  has  been  6.2  per  cent.  I  find 
that  in  our  text-books  the  authors  speak  of  what  to  do  to 
stop  the  convulsions  and  what  we  must  do  to  eliminate  the 
toxemic  condition  from  which  these  women  are  suffering, 
but  say  very  little  about  obstetric  treatment  and  do  not 
recommend  radical  methods.  Now,  these  text-books  begin 
to  take  a  different  view.  Liepman  has  reported  in  the 
statistics  of  the  clinics  at  Wurtzburg,  Basel,  Halli,  and 
Berlin,  etc.,  the  maternal  mortahty  from  eclampsia  under 
expectant  treatment  was  25  to  30  per  cent.,  and  by  immediate 
delivery  it  was  2.8  per  cent.,  and  in  one  of  the  clinics  it  was 
1.8  per  cent.  It  is  mentioned  in  Peterson's  obstetrics  that 
by  operative  interference  in  14.3  cases,  the  maternal  mortality 
was  15.49  per  cent.  Ferri,  of  Milan,  reported  82  cases  by 
artificial  dilatation  of  the  cervix,  with  a  mortality  of  7  per 
cent.;  Zweifel,  which  Dr.  Williams'  book  mentions  in  refer- 
to  radical  treatment,  gives  28  per  cent,  mortality  by  expect- 
ant treatment  and  11.25  per  cent,  under  the  operative 
treatment. 

The  reason  I  believe  the  best  way  to  save  these  women 
suffering  from  eclampsia  by  immediate  deUvery  is  because 
we  do  not  know  exactly  the  source  of  this  toxemia,  whether 
it  is  the  metabolism  of  the  fetus  or  placenta;  but  we  know 
the  woman  is  absorbing  poison,  and  I  think  if  we  try  to 
eliminate  this  poison  by  sweating,  by  purgatives,  diuretics, 
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or  anything  else,  while  the  source  by  which  the  poison  is 
getting  into  the  system  is  allowed  to  continue,  our  treatment 
is  going  to  be  in  a  large  number  of  cases,  unsuccessful.  We 
ought  first  to  shut  off  that  source  by  which  the  poison 
is  getting  into  the  system  and  use  the  ehminative  treat- 
ment afterward.  Some  of  these  women  will  die  before 
they  have  a  convulsion ;  others  will  die  after  one  convulsion. 
Some  will  have  forty  or  more  convulsions  and  get  well. 
It  depends  upon  the  extent  to  which  the  visceral  lesions 
have  progressed  in  the  hver,  in  the  spleen,  and  in  the 
kidneys,  and  we  have  no  means  of  ascertaining  that  fact, 
whether  they  are  still  reparative  or  not.  We  must  empty 
the  uterus  as  soon  as  possible  and  try  to  prevent  these  lesions 
from^  progressing  to  a  point  beyond  which  they  cannot  be 
repaired.  If  we  tread  on  uncertain  ground  and  treat  these 
women  by  eliminating  the  poison  while  we  allow  more  poison 
to  be  absorbed  and  the  visceral  lesions  to  progress,  they  are 
very  likely  to  die.  Therefore,  I  beheve  it  is  our  duty,  as  a 
rule,  to  treat  these  women  as  we  would  treat  cases  of  pla- 
centa praevia,  prevent  them  from  dying  by  emptying  the 
uterus. 

A  large  number  of  women  who  die  from  eclampsia  will  die 
from  secondary  conditions.  They  do  not  die  from  toxemia, 
but  from  cerebral  hemorrhage,  cerebral  edema,  or  from 
edema  of  the  larynx,  or  from  edema  of  the  lungs.  A  large 
number  of  them  die  from  one  of  these  causes,  and  the  mor- 
tahty,  as  a  rule,  is  in  proportion  to  the  number  of  convul- 
sions the  women  have  had.  The  more  convulsions  a  woman 
has  the  more  likely  she  will  have  some  of  these  complications, 
such  as  apoplexy,  and  will  die  from  the  secondary  conditions 
and  not  from  the  toxemia.  If  we  empty  the  uterus  and  stop 
the  convulsions  in  these  cases  we  will  save  more  women. 
I  believe  the  mortahty  will  be  greatly  reduced  by  that 
means  of  treatment,  and  I  protest  against  neglecting  it  and 
trying  the  ehminative  method.  A  large  number  of  these 
cases  occur  in  primiparae,  and  I  think  vaginal  Cesarean 
section  is  the  method  of  delivery,  and  it  is  true,  as  Dr.  Hirst 
says,  any  violent  method,  such  as  accouchement  forc6 
will  do  harm.  Dr.  Hirst  recognized  that  increased  blood 
pressure  is  a  serious  indication.  If  you  will  puncture  the 
membranes,  and  evacuate  the  water,  you  will  reduce  the 
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blood  pressure;  but  that  does  not  reduce  it  as  well  as  empty- 
ing the  uterus.  There  is  nothing  that  will  reduce  the  blood 
pressure  Uke  evacuation  of  the  uterus. 

Dr.  Richard  C.  Norris. — I  would  like  to  say  a  few  words 
on  this  subject.  I  think  we  should  approach  the  treatment 
of  eclampsia  just  as  the  general  practitioner  approaches  the 
treatment  of  pneumonia  or  typhoid,  that  is,  not  to  treat  all 
cases  ahke.  They  differ  in  their  manifestations  and  in  their 
severity,  and  the  one  fact  that  is  most  impressive  to  me  in 
my  experience  is  that  we  are  prone  in  many  of  these  cases 
to  overtreat  them.  We  are  prone  to  do  too  much  for  them. 
For  instance,  various  quantities  of  salt  solution  are  recom- 
mended and  employed,  and  I  am  sure  I  have  seen  edema  of 
the  lungs  produced  by  too  much  salt  solution,  and  edema 
of  the  brain  as  well.  I  have  seen  cases  where  large  doses  of 
veratrum  or  chloral  have  been  used  only  to  further  depress 
the  weakened  circulation.  I  believe  I  have  saved  hfe  in  some 
cases  when  the  heart  and  circulation  were  about  to  be 
overwhelmed  by  the  free  administration  of  cardiac  stimu- 
lants. We  must  remember  in  our  efforts  to  save  the  patient's 
life  not  to  overtreat  her.  These  cases  must  be  individuahzed. 
I  am  sure,  I  approach  the  treatment  of  cases  of  eclampsia 
with  a  better  understanding  now  than  I  did  in  the  early 
days  of  my  practice. 

The  question  of  vaginal  Cesarean  section  has  been  a  very 
live  and  active  one.  In  the  statistics  that  have  been  pre- 
sented both  the  grave  and  mild  cases  have  been  so  treated, 
and,  I  beUeve,  to  get  at  the  true  status  of  the  good  effects 
of  that  operation,  the  type  and  severity  of  the  disease  and 
the  condition  of  the  soft  tissues  of  the  birth  canal  should  be 
analyzed  and  fully  considered.  I  am  quite  sure  that  we  have 
had  similar  experiences,  and  that  we  beUeve  that  many  of 
these  patients  with  no  treatment  would  get  well,  and  we  are 
equally  certain  that  many  cases  with  any  kind  of  treatment 
will  die.  My  experience  agrees  with  that  of  Dr.  Hirst,  namely, 
that  a  rapid  emptying  of  the  uterus  in  cases  that  are  over- 
whelmed with  toxemia  has  tended  to  add  to  the  fatal  termin- 
ation. If  I  did  vaginal  Cesarean  section  on  mild  cases,  I 
would  expect  the  patients  to  get  well,  since  they  usually 
recover  without  it.  In  some  of  the  fulminating  cases  in 
primiparae  with  rigid  soft  parts,  and  repeated  violent  con- 
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vulsions,  where  prior  study  has  failed  to  disclose  evidences 
of  toxemia,  when  the  urinalyses  and  cardiovascular  system 
have  shown  no  toxic  effects,  and  we  concluded  that  the 
trouble  is  probably  of  placental  origin,  about  which  we  know 
very  little,  I  would  venture  to  do  vaginal  Cesarean  section, 
and  in  a  few  such  cases  I  have  thought  that  operation  has 
been  of  distinct  benefit.  On  the  other  hand,  in  muciparous 
women,  with  a  soft  or  yielding  birth  canal,  I  would  rupture 
the  membranes,  eliminate  the  toxins  by  purging  and  sweating, 
resort  to  bleeding,  veratrum,  chloral,  or  stimulants  as  might 
be  indicated,  employ  salt  solution  after  the  emunctories  have 
become  active,  and  in  my  experience  the  results  of  such 
treatment  associated  with  moderately  rapid  delivery,  after 
the  birth  canal  has  been  opened  by  nature,  have  been  better 
than  those  following  a  major  operation  of  the  gravity  of 
vaginal  section.  The  statistics  of  this  operation  have  not 
influenced  me  at  all  and  will  not  until  the  cases  to  which 
it  is  applied  are  further  differentiated. 

From  the  standpoint  of  elimination,  my  experience  agrees 
with  that  of  Dr.  Newell.  I  have  placed  most  reliance  on 
purgation.  In  some  cases  it  is  almost  impossible  to  get 
these  patients  to  sweat — even  more  difficult  than  to  purge 
them.  In  these  desperate,  overwhelmed  cases,  I  believe  it  is 
the  experience  of  all  of  us  that  in  spite  of  everything  we 
do  the  patient  dies.  We  look  to  the  physiological  chemist 
of  the  future  to  tell  us  more  about  this  common  symptom 
of  a  probable  group  of  diseases  so  that  we  can  approach  our 
cases  with  a  definite  understanding  of  the  etiology,  and  I 
am  convinced  that  even  then  these  cases  will  be  individual- 
ized and  differentiated  and  the  treatment  applied  to  the 
individual  case  in  accordance  with  the  conditions  found  in 
that  case. 

Dr.  Joseph  Taber  Johnson. — I  would  hke  to  ask  Dr. 
Hirst  how  he  would  manage  those  cases  where  there  are  no 
convulsions  preceding  labor  or  during  labor,  but  the  con- 
vulsions come  on  a  few  hours  after  labor  is  over,  and  where 
all  the  measures  that  have  been  recommended  for  the 
purpose  of  emptying  the  uterus,  lessening  blood  pressure, 
rupturing  the  bag  of  water,  etc.,  would  not  apply.  I  have 
had  that  peculiar  experience  in  three  cases  where  the  con- 
vulsions came  on  after  labor,  and  the  patients  died. 
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Dr.  Hirst  (closing). — I  thought  in  presenting  this  short 
communication  I  dealt  with  a  subject  in  which  this  Society 
really  owes  a  duty  to  the  profession  and  country.  The  fact 
remains  that  more  than  a  thousand  valuable  lives  are 
sacrificed  in  this  country  every  year  to  the  inadequate 
treatment  of  eclampsia.  That  strikes  me  as  a  rather  serious 
situation,  and  it  appeared  to  me  that  this  Society  might 
do  something  to  improve  it,  and  with  that  idea  in  mind  I 
presented  this  paper  in  the  manner  in  which  I  did,  in  a 
somewhat  dogmatic  way,  in  the  shape  of  advice  for  the 
general  practitioner.  I  am  confident  that  the  general 
practitioner  will  get  better  results  if  he  is  not  impressed 
with  the  idea  that  the  first  thing  he  has  to  do  is  to  empty 
the  uterus  in  cases  of  eclampsia.  In  our  cases,  naturally,  we 
modify  rules  to  a  certain  extent.  I  resort  to  vaginal  Cesarean 
section  and  other  means  of  rapid  delivery  in  individual 
selected  cases,  but,  as  a  rule,  I  am  confident  that  this  as  a 
routine  practice  will  not  do  in  our  population.  I  do  not  know 
how  else  to  explain  the  difference  between  our  statistics  and 
the  European  except  that  there  is  a  difference  in  the  resisting 
power  as  compared  with  the  strong  peasants  of  Germany. 
I  have  tried  both  systems  extensively,  being  prejudiced  in 
favor  of  operative  interference,  as  it  is  more  in  fine  with  my 
work,  but  I  had  to  stop  it  because  of  my  results  as  compared 
with  the  results  of  non-intervention.  We  have  to  deal  with 
people  of  low  vitahty,  shop  girls  and  factory  girls  who 
cannot  stand  a  serious  operation  in  the  midst  of  an  attack 
of  toxemia.  I  believe  if  the  profession  at  large  acted  on  these 
principles  many  hundreds  of  valuable  lives  would  be  saved 
every  year  in  this  countiy. 

As  to  what  to  do  with  those  cases  of  postpartum  eclampsia 
where  there  is  toxemia,  but  no  actual  con\ailsion,  the  treat- 
ment is  the  same.  The  blood  pressure  is  high  in  these  cases. 
I  had  a  private  case  before  I  came  here  with  a  blood  pressure 
of  237,  who  had  never  had  a  convulsion,  but  she  was  treated 
as  actively  as  if  she  were  in  the  midst  of  numerous  con- 
vulsions. The  membranes  were  ruptured,  bringing  the  blood 
pressure  from  237  to  137.  It  rose  again  to  200,  she  was 
dehvered,  and  delivery  brought  the  blood  pressure  down 
about  twenty  points. 


CESAEEAN  SECTION  FOE  IMPASSABLE  CON- 
TEACTION  EING. 


By  Robert  L.  Dickinson,  M.D., 
Brooklyn,  New  York. 


Summary.  Apart  from  considerations  of  contracted 
pelvis  or  relative  disproportion  between  passage  and  pas- 
senger, or  blockade  by  scars  or  tumors,  section  for  impas- 
sable contraction  ring  is  warranted  when  the  following 
conditions  are  present: 

1.  Child  living  and  not  definitely  enfeebled  or  en- 
dangered by  length  of  labor,  long  drainage  of  waters,  or 
unskilled  attempts  at  extraction. 

2.  Eing  refusing  to  relax  under  morphine,  or  to  yield 
to  complete  etherization,  coupled  with  patient  manual  dila- 
tation by  a  skilled  obstetrician. 

3.  Mother  in  fair  condition  for  a  laparotomy  and  not 
infected. 

4.  Eequest  by  patient  and  husband  that  a  somewhat 
increased  risk  to  the  mother  be  assumed  for  the  sake  of 
obtaining  a  living  child,  in  lieu  of  embryotomy. 

These  indications  are  perfected  if 

5.  At  a  previous  labor,  in  expert  hands,  this  same  condi- 
tion of  the  contraction  ring  has  caused  loss  of  a  child  not 
unduly  large. 

The  association  of  a  rigid  ring  with  other  reasons  for 
section  is  frequently  present. 

The  following  case  seems  to  be  the  first  instance  of 
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deliberate  section  for  rigid  ring  in  advance  of  the  head. 
Dr.  Watts'  cases  appear  to  be  the  earliest  for  neck  con- 
striction, and  the  three  the  first  classical  Cesarean  section 
for  contraction  ring  blockade.* 

Case. — In  first  labor:  contraction-ring  obstruction; 
forceps;  loss  of  child.  In  second  labor:  inability  to  dilate 
ring  under  anesthesia;  section;  success.  A  cultivated, 
healthy,  and  well-nourished  woman,  aged  twenty-six  years, 
referred  by  Dr.  E.  W.  Victor,  was  delivered  by  me  at 
Brooklyn  Hospital  in  her  first  pregnancy,  at  the  thirty- 
second  week,  with  forceps.  There  was  some  general  con- 
traction of  the  pelvis,  but  not  sufficient  seriously  to  block 
the  premature  child.  The  obstructing  ring  did  not  relax 
under  chloroform,  and  the  death  of  the  child  was  due  to 
the  amount  of  traction  necessitated,  as  far  as  I  could 
determine.  Two  years  later,  at  the  thirty-fifth  week,  she 
fell  into  labor  in  my  care.  The  pains  ran  on  an  average 
half-hourly  for  forty-eight  hours ;  the  cervix  was  soft,  the 
membranes  detached,  the  character  of  the  contractions 
good,  the  head  high,  L.  O.  P.  A  thumb-thick  circle,  ad- 
mitting two  fingers,  lay  just  above  the  plane  of  the 
pelvic  brim,  measured  two  inches  beyond  the  wider 
softened  cervix,  and  girdling  the  entire  circumference. 
1^0  internal  os  apart  from  this  upper  circle  could  be 
located.  The  lower  segment  was  relaxed,  but  not  thinned 
appreciably.  Morphine  did  not  help,  except  to  rest  the 
patient.  My  attempts  at  dilatation  under  complete  sur- 
gical anesthesia  failed.  There  was  now  some  constant 
uterine  contraction,  but  with  each  active  pain  the  ring 
hardened  markedly.  l^o  definite  external  transverse 
sulcus  was  determined  by  abdominal  palpation.  The 
membranes  had  ruptured  a  few  hours  previously.  The 
general  condition  of  mother   and  child  was  good.      The 

*  The   fourth   Brooklyn   case,   Dr.   Holden's,   is   added   as   this 
paper  goes  to  press. 
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parents  were  very  desirous  of  a  living  child,  and  elected 
section.  The  placenta  was  in  front,  and  what  seemed  a 
large  circular  sinus  bled  freely.  The  ring  retained  its 
contraction  after  the  emptying  of  the  uterus.  Both 
patients  did  well.  Operation  October  17,  1909,  at 
Brooklyn  Hospital. 

There  are  6  cases  of  section  for  contraction  ring  re- 
ported in  the  available  literature.  All  were  in  skilled 
hands.  Duchamps'  "  operation  saved  the  mother  when 
in  grave  danger  of  rupture.  In  Gaulard's  ^^  first  case  and 
in  that  of  Andrews  every  means  to  deliver  past  the  ring, 
including  embryotomy,  failed,  and  section  was  a  desperate 
last  resort.  Of  5  instances,  in  only  1  (Sinnetamby's  ^^) 
was  the  section  undertaken  as  of  choice.  Five  were  hys- 
terectomies, and  of  the  sixth  (Foster's)  I  cannot  procure 
details.  Three  of  the  6  mothers  died,  1  having  had 
severe  instrumentation  for  one  and  a  half  hours  preced- 
ing section;  1  operated  on  twenty-four  hours  after  the 
water  had  drained  and  an  arm  prolapsed,  and  the  third 
was  an  eclamptic.  Two  children  survived,  the  2  that  were 
living  when  the  operation  was  done. 

Duchamps  ^°  reports  a  case  of  Cesarean  section  in  1897 
on  a  primipara  with  contracted  pelvis,  the  child  living,  the 
head  presenting,  the  waters  nearly  all  drained  away  in  the 
twenty-four  hours  of  her  labor.  After  incision  the  legs 
were  found  In  the  body  of  the  uterus  and  an  unsuspected 
resisting  ring  discovered,  the  child  being  imprisoned  in 
the  lower  segment.  The  incision  had  to  be  extended 
through  the  ring  posteriorly  to  extract  the  child.  The 
uterus,  split  into  two  clam  shells,  was  inverted  through 
the  vagina,  then  circled  with  rubber  ligatures  and  the 
corpus  cut  off.     Recovery  of  mother  and  child. 

Gaulard,^^  of  Lille,  in  1897,  removed  two  tetanic  uteri 
in  neglected  transverse  cases.  A  woman,  aged  thirty-six 
years,  had  born  nine  rather  small  children  at  term.     In 
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the  eighth  month  the  membranes  ruptured  easily,  cord 
prolapsed,  no  pulsation;  5-franc  contraction  ring  after 
twenty-four  hours ;  L.  Sc.  P. ;  tetanic,  wood-walled  uterus. 
Impossible  to  dilate  ring  sufficiently  or  to  perform  version. 
Embryotomy  very  difficult,  because  of  distant  location  of 
fetus;  body  removed;  perforation  of  uterine  wall  in  per- 
forming basiotripsy ;  impossible  to  secure  head.  Abdomen 
opened;  head  pushed  through  ring  and  vagina;  hysterec- 
tomy; recovery.  This  case  is  in  no  sense  a  Cesarean 
planned  for  ring  dystocia,  but  exemplifies  the  difficulties 
caused  by  this  obstruction,  though  it  be  in  a  multipara  with 
a  small  child,  where  embryotomy  is  undertaken.  Gaulard, 
in  1898,  removed  a  septic  uterus  containing  a  putrid  child 
at  the  seventh  month  in  a  woman,  aged  twenty-two  years, 
who  had  had  a  living  child  at  term.  An  arm  was  found 
prolapsed  the  day  following  spontaneous  rupture  of  the 
waters,  which  rupture  took  place  seven  days  before  apply- 
ing at  the  clinic.  Mother  in  bad  condition;  impassable 
ring;  rigid  uterus.  The  Porro  operation  was  done,  with 
recovery. 

Sinnetamby,^*  in  1905,  did  a  hysterectomy  for  contrac- 
tion ring  obstruction  with  a  transverse  presentation.  This 
case  is  the  earliest  claim  of  deliberate  choice  of  abdominal 
operation  for  impassable  contraction  ring  with  living  child 
that  I  can  find,  but  it  was  a  hysterectomy.  The  patient  was 
aged  thirty  years ;  fifth  child ;  previous  labors  uncompli- 
cated. She  had  been  in  labor  three  days  when  brought 
to  the  hospital;  membranes  ruptured  for  twenty-four 
hours;  prolapse  of  arm  followed.  Vaginal  examination 
showed  cervix  and  lower  segment  hanging  loosely  below 
retraction  ring,  which  firmly  gripped  right  arm  above 
shoulder.  It  was  impossible  to  insert  finger  between  pro- 
lapsed arm  and  the  retraction  ring.  Cesarean  hysterec- 
tomy was  performed.  Child,  in  a  state  of  asphyxia,  was 
resuscitated  after  prolonged  artificial  respiration.    Woman 
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died  on  the  fourth  day,  thirty-four  hours  after  operation. 
Postmortem,  showed  all  organs  normal  except  slight  con- 
gestion of  lungs  and  kidneys.  Little  or  no  tonic  contrac- 
tion of  uterus  was  noted,  and  no  obstruction  except  retrac- 
tion ring. 

Andrews/  in  1906,  in  a  case  of  head  presentation, 
opened  the  abdomen  because  of  failure  to  deliver  the  body 
after  prolonged  forceps  tractions  and  cephalotripsy. 
Patient,  aged  thirty-eight  years,  never  had  living  child; 
several  miscarriages  and  stillbirths  without  difficulty. 
Last  period  forty-four  weeks  before  labor  began.  Labor 
two  and  a  half  days  before  first  observation.  Child  in 
first  vertex  position.  Os  fully  dilated.  Head  bulging 
into  brim;  pelvis  appeared  roomy.  Head  soft,  foul  dis- 
charge. Axis-traction  forceps  used,  but  head  wouldn't 
budge.  Attempted  craniotomy  removal,  then  cephalo- 
tripsy ;  face  came  away  without  skull.  Various  parts  were 
removed.  Every  instrument  used  for  one  and  a  half  hours, 
but  of  no  avail.  A  deep  furrow  felt  on  anterior  uterine 
wall;  finally  abdomen  was  opened.  Patient  rallied  fairly 
well  at  first,  but  died  twenty-eight  hours  after  operation. 
Postmortem  showed  stomach  and  intestines  distended. 
Peritoneum  had  lost  lustre  and  was  injected;  lungs  con- 
gested and  edematous.  True  conjugate  four  inches. 
Height  of  retraction  ring  on  right  side  denoted  so  great 
elongation  of  lower  segment  that  the  risk  of  rupture 
seemed  grave  if  things  were  left  to  nature.  There  was, 
however,  no  great  distension  of  lower  segment.  Frozen 
section  was  made  a  quarter  of  an  hour  after  removal. 
Petal  contents  weighed  six  and  a  half  pounds,  and  this, 
after  removal  of  head,  cervical  vertebrae,  thoracic  viscera, 
abdominal  contents,  both  arms,  and  one  leg.  A  distinct 
ridge  was  seen  running  obliquely  upward  from  left  to 
right.  On  the  right  side  of  uterus  the  termination  of 
ridge  was  at  least  three  inches  higher  than  on  the  left. 
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Where  ridge  joins  uterine  wall  on  right  side,  section  of 
wall  showed  an  abrupt  alteration  in  thickness,  and  there 
can  be  little  doubt  that  this  spot  marks  the  transition  from 
the  upper  to  the  lower  uterine  segment.  In  the  specimen 
there  was  no  relation  between  peritoneal  reflection  and 
the  constriction  ring.  Most  frequently  the  retraction  ring 
presents  its  most  marked  obliquity  in  cases  of  transverse 
"lie,"  and  this  is  easily  understood  if  the  asymmetry  of 
such  uteri  be  considered.  This  specimen  suggests  that  the 
cause  of  the  condition  is  dependent  entirely  on  the  position 
and  relation  of  fetal  parts  occupying  the  lower  uterine 
pole,  and  that  by  firm  and  rigid  molding  the  ring  is 
formed.  The  ridge  corresponds  accurately  to  the  groove 
between  the  fetal  thorax  and  flexed  thigh.  From  an  exam- 
ination of  the  specimen  one  would  think  that  only  a  slight 
amount  of  traction  would  have  been  necessary  to  effect 
delivery.  Did  the  ridge  of  the  uterine  wall  fitting  into 
the  fetal  groove  act  as  an  actual  mechanical  obstruction 
to  delivery,  holding  the  contents  of  the  upper  part  of  the 
uterine  cavity  as  in  a  vise  ? 

The  case  reported  by  T.  A.  Foster, ^^  of  Portland,  Me., 
referred  to  in  the  literature  without  references,  I  have 
been  unable  to  secure  in  spite  of  careful  search.  Dr. 
Foster's  son  could  give  no  assistance.  Dr.  E.  B.  West  ^^ 
refers,  in  1903,  to  Dr.  Foster's  case  as  having  been  com- 
plicated by  eclampsia,  the  result  of  Bright's  disease.  The 
retraction  ring  was  a  little  below  the  middle  of  the  uterine 
body  above  the  internal  os.  Patient  lived  six  hours.  Dr. 
Beeson,^  in  1904,  refers  to  a  Cesarean  operation  having 
been  undertaken  by  Dr.  Foster  "after  other  means  failed." 

A  review  of  the  literature  of  the  last  ten  years  on  the 
subject  of  Bandl's  ring  reveals  about  thirty  available 
articles  published  in  French,  German,  and  English,  and 
perhaps  half  a  dozen  more  in  other  languages.  Among 
these  there  are  but  4  cases  of  Cesarean  section  reported. 


ROBERT  L.  DICKINSON  517 

In  countless  papers  written  during  the  same  period  con- 
cerning Cesarean  operation  we  find  only  four  authors  who 
mention  the  retraction  ring  as  one  of  the  indications  for 
that  operation  (Dixon,**  De  Bovis,^  Eeynolds/'  Newell  ^^). 
The  opponents  strike  no  uncertain  note. 

Demelin  (Journal  des  Praticiens,  August  22,  1894, 
October  6,  Cheron)  is  positive.  Forceps  and  version,  he 
holds,  are  both  often  impossible.  Should  we  think  of 
Cesarean  section  ?  ISTo,  for  many  reasons.  The  woman 
is  unfit  to  stand  hysterectomy  on  account  of  the  length 
of  her  labor  and  the  attempts  already  made.  Above  all, 
if  there  have  been  many  trials  and  difficult  ones,  the  child 
will  doubtless  be  already  dead,  in  which  case  the  question 
is  simple.  It  suffices  to  employ  basiotripsy,  which  is 
always  easy  and  always  certain. 

As  an  answer  to  this,  I  draw  attention  to  the  grievous 
failures  in  2  of  the  cases  quoted  above.  I  admit  that  the 
occasion  is  rare  wherein  a  skilful  hand  with  the  patient 
under  complete  etherization  fails  to  bring  a  fetus  in  section 
through  a  rigid  ring.  But  as  a  substitute  for  embryotomy 
we  are  now  able  to  offer  to  the  uninfected,  unmutilated 
mother  with  a  strong  child  and  with  waters  not  long  lost, 
clean  surgery  and  a  baby. 

Cheron  ^  has  given  more  study  than  any  one  else  to  the 
subject.  On  account  of  the  great  infantile  mortality,  he 
says,  some  authors  are  inclined  to  urge  the  claim  of  the 
Cesarean  operation  in  cases  of  strong  annular  contraction. 
"We  are  not  able  to  subscribe  to  such  operative  measures 
which  we  do  not  believe  to  be  justified  in  any  case.  Lapa- 
rotomy should  never  be  practised  unless  one  is  convinced 
by  preliminary  trials  of  forceps  and  version  that  it  is 
impossible  to  extract  a  living  child ;  and  such  intervention 
made  after  various  vaginal  maneuvres  will  certainly  result 
unfavorably.  There  should,  however,  be  no  question  of 
undertaking  this  operation  lightly  without  first  attempting 
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the  measures  which  will  expose  the  patient  to  the  smallest 
risks.  To  save  the  life  of  the  child  we  are  not  justified 
in  employing  violent  means." 

But  these  considerations  were  expressed  years  ago.  The 
attitude  of  obstetricians  is  changing  concerning  Cesarean 
section,  and  the  indications  for  its  employment.  Could 
it  be  better  expressed  than  in  these  two  opposing  French 
views  ? 

"L' operation  cesarienne  est  une  inspiration  de  sauvage 
qui  coup  I'arbre  pour  avoir  le  fruit." 

"L'operation  cesarienne  conservative  est,  au  vingtieme 
siecle,  I'inspiration  audacieuse  de  la  chirurgie  qui  ouvre 
les  entrailles  de  I'arbre  de  la  vie  pour  sauver  son  fruit  et 
I'existence  de  sa  matrice." 

Dr.  C.  H.  Dixon,®  tabulates  the  relative  indications 
when  Cesarean  section  enters  into  competition  with 
craniotomy  and  symphysiotomy:  (1)  When  there  is  a 
moderate  degree  of  contraction;  (2)  forceps  on  a  movable 
head  ineffectual;  (3)  if  head  shows  no  sign  of  descent 
after  an  hour  of  second  stage;  (4)  rigidity  of  os  extending 
as  high  as  Bandl's  ring. 

De  Bovis,*  in  1903,  believed  it  was  better  in  vertex 
presentation  to  have  recourse  to  Cesarean  section  after 
trying  what  could  be  done  with  narcosis  pushed  as  far  as 
possible. 

Dr.  Edward  Reynolds,^'  in  describing  the  labors  of 
those  whom  he  terms  the  obstetrically  worse  equipped, 
says:  Pains  are  irregular  and  excessively  painful;  the  os 
dilates  slowly;  the  cervix  is  spasmodically  rigid;  they 
usually  relax  under  ether  and  recontract  when  anesthesia 
is  removed.  In  such  cases  nervous  exhaustion  sets  in 
early,  and  if  the  hand  is  passed  into  the  uterus  during 
even  the  first  stage  it  will  usually  find  one  or  more  zones 
at  which  the  uterus  clasps  the  child  in  a  spasmodic  con- 
striction ring. 
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"During  many  years'  observation  I  grew  to  believe  that 
the  early  appearance  of  constriction  ring  is  an  almost  in- 
variable accompaniment  of  even  the  first  stage  in  the 
restricted  class  of  unfavorable  cases  of  which  I  am  writing. 
If  parturition  is  unopposed  by  any  mechanical  obstacle 
except  rigidity  of  soft  parts,  the  majority  of  cases  will 
struggle  through  to  natural  delivery,  but  such  deliveries 
are  by  no  means  favorable  in  their  remote  results,  whether 
effected  by  nature  or  forceps.  They  are  usually  accom- 
panied by  lacerations  and  followed  by  neurasthenia."  But 
the  peculiar  unfitness  of  these  patients  is  for  labor;  they 
can  endure  abdominal  operations  as  well  as  any  one.  They 
are,  therefore,  suited  to  primary,  not  secondary,  Cesarean 
section. 

Franklin  Newell  ^^  writes  only  recently :  "The  question 
has  come  to  be  not  is  Cesarean  section  absolutely  necessary, 
but  is  it  not  safer  than  other  operative  measures  of  de- 
livery in  doubtful  cases  ?  Cesarean  section,  as  compared 
with  other  methods,  offers  at  the  time  of  election  no 
greater  risk  to  the  mother  than  a  conservative  high  forceps 
or  version,  and  a  greatly  increased  chance  for  the  child. 
In  secondary  cases  the  only  thing  that  justifies  it  is  for  the 
mother  to  know  that  it  offers  a  better  chance  for  the 
child." 

In  conclusion,  it  may  be  said  that  the  conditions  calling 
for  sections  which  were  specified  in  the  beginning  of  this 
paper  are  relatively  infrequent,  but  that  where  they  exist 
the  certainty  of  death  of  the  child  by  difficult  forceps  or 
version,  and  the  probability  of  extensive  damage  to  the 
birth  canal  by  crushing  and  cutting  up  the  fetus,  render 
section  preferable.  It  is  remarkable  that  such  a  well-rec- 
ognized cause  of  dystocia,  accompanied  by  so  high  a  ma- 
ternal death  rate  when  treated  by  the  usual  procedures, 
should  so  persistently  escape  notice  as  an  indication  for 
the  Cesarean  operation. 
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THE  DIFFICULTY  IIC  DIAGNOSIS  AND  GRAVITY  IN  PEOGNOSIS 
IN  PRONOUNCED  INSTANCES  OF  EETEACTION. 

The  story  of  Bandl's  ring  began  more  than  ninety  years 
ago,  and  continued  fifty  years  before  it  acquired  definite 
form  and  the  dignity  of  a  proper  name.  Since  then  this 
obstruction  has  inspired  a  more  or  less  fluctuating  interest, 
and  the  literature — here  brought  up  to  date  from  the  time 
of  Cheron's  complete  review  in  1899 — reveals  a  paucity 
rather  than  a  profusion  of  comment.  This  scarcity  of 
reported  cases  never  fails  to  impress  those  who  take  up 
the  study  of  retraction-ring  dystocia,  and  gives  to  their 
observations  the  naive  complacency  of  discoveries.  The 
debate  goes  on  as  to  what  the  ring  really  is.  Veit,  for 
instance,  declared  as  recently  as  ten  years  ago  that  it  is 
nothing  more  than  a  contracting  internal  os  disappearing 
under  chloroform,  while  the  French  school  that  has  done 
most  work  to  clear  the  way  toward  a  solution  of  the 
problem,  recognizes  as  an  entity  an  isolated  girdle  well 
above  the  cervical  canal.  This  question  of  anatomy  may 
well  be  one  of  merely  academic  interest,  but  there  can  be 
no  doubt  of  the  present  clinical  necessity  of  a  clear  formu- 
lation or  pronouncement  concerning  the  import,  diagnosis, 
and  treatment  of  this  condition,  not  only  in  the  mind  of 
the  practising  obstetrician,  but  in  that  of  the  author  of 
the  text-book.  A  summary  of  the  writer's  views,  based 
on  research  and  on  personal  experience,  will  be  found  at 
the  end  of  the  article. 

Etiology.  Contracted  pelvis,  pelvic  growths,  rigidity 
of  the  cervix,  intensity  of  contraction,  premature  rupture 
Df  membranes,  length  of  labor,  uterine  inertia,  and  any 
condition  interfering  with  serous  infiltration  of  the  struc- 
ture of  the  lower  uterine  segment  are  all  predisposing 
causes. 

Mismanagement  may  be  a  prime  factor.     Vertex  pres- 
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entation  does  not  predispose.  Here  figures  may  be  mis- 
leading. Observations  show  more  cases  of  retraction  in 
vertex  than  in  other  presentations,  but  that  is  only, 
Cheron  ^  believes,  because  it  is  always  the  most  frequent, 
l^ormally  vertex  presentation  occurs  in  95  per  cent,  of 
cases,  while  in  our  statistics  of  cases  of  retraction  it 
occurs  in  only  58  per  cent.  Everything  that  increases 
intensity  of  contraction  exaggerates  retraction,  ergot,  for 
instance,  or  bag  dilators.  Budin  especially  insists  on  the 
large  part  dilators  play  in  the  etiology  of  the  retraction 
of  Bandl's  ring.  In  this  respect  he  thinks  the  balloon  dila- 
tors are  much  more  apt  to  promote  annular  contraction 
than  conical  dilators. 

Cheron  ^  warns  that  a  tendency  on  the  part  of  the  uterus 
to  remain  retracted  may  be  an  indication  of  the  existence 
of  annular  contraction.  "If  we  studied  more  carefully  the 
modifications  of  the  uterus  in  the  course  of  labor  we  might 
be  able  to  take  preventive  measures.  The  antepartum 
hourglass  contraction  might  cease  to  be  a  clinical  surprise 
and  become  an  expected  complication  which  could  be 
attacked  with  therapeutic  resources.  It  is  always  useful, 
unfortunately  often  impossible,  to  know  how  the  uterine 
muscle  has  acted  in  previous  labors." 

G.  Martin  "  (Stuttgart)  made  a  clinical  study  of  fifty 
normal  labors.  "In  many  women,"  he  wrote,  "primi- 
gravidse  and  multigravidse,  two  or  three  weeks  before  term, 
the  retraction  ring  is  indicated  by  a  low  offset  (Absatz) 
differentiated  by  its  resistance  and  peripheral  to  Miiller's 
ring.  Ordinarily  its  distance  from  Miiller's  ring  is  in- 
versely as  the  length  of  the  cervical  canal.  With  a  cer- 
vical canal  of  3  cm.  it  averages  3  to  4  cm."  The  measure- 
ments are  taken  along  the  middle  finger  passed  into  the 
uterus.  [Cheron  thought  he  could  palpate  a  projecting 
band  separating  the  body  of  the  uterus  from  the  lower 
segment  in  many  normal  pregnancies.]      In  delivery  the 
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retraction  ring  is  palpable  in  all  those  women  with  whom 
it  is  possible  to  push  the  finger  past  the  presenting  part, 
oaore  particularly  at  the  beginning  of  a  pain.  Here  the 
wall  of  the  lower  uterine  segment  may  be  easily  lifted 
from  the  ovum  so  that  the  finger  tip  comes  up  against  the 
hard  finger-thick  projection.  At  the  height  of  the  pain 
there  is  found,  instead  of  a  ring,  a  flat,  hard  thickening 
of  the  wall,  tapering  upward,  which  evidently  is  the  ring 
pulled  downward  by  the  tension  in  the  birth  canal.  Early 
in  the  labor  the  ring  stands  at  the  inlet ;  after  long  activity 
one  to  two  finger-breadths  above.  The  distance  from  the 
external  os  remains  the  same,  6  to  7  cm.  Martin  con- 
cludes that  "the  lower  boundary  of  the  active  muscle  of 
the  uterine  wall  is  the  retraction  ring.  It  is  neither  occa- 
sional nor  is  it  the  return  of  repeated  or  constant  cramp 
fighting  an  obstruction.  It  is  a  physiological  occurrence 
resulting  from  normal  activity.  If  the  isthmus  consti- 
tutes the  anatomical  internal  os  the  lower  uterine  segment 
has  its  origin  every  time  in  the  inner  layer  and  from  the 
cervix." 

Eossa  ^*  credits  the  French  with  having  drawn  atten- 
tion to  the  hitherto  rarely  observed  dystocias  due  to  the 
contraction  ring ;  yet  in  having  laid  so  much  stress  on  the 
ring  as  to  have  neglected  to  note  the  condition  of  the 
uterine  muscle  at  the  same  time.  "The  temporary  spasm 
has  an  important  influence  on  the  mechanism.  For  the 
occurrence  of  the  phenomenon  particular  circumstances 
are  required  which  are  found  irrespective  of  the  contrac- 
tion ring,  namely,  lessened  interior  resistance  at  this  loca- 
tion with  lowered  eccentric  tug  of  the  uterine  muscle. 
How  does  the  contraction  ring  behave,  once  having  become 
firmly  and  closely  set?  Does  the  impasse  remain  or  does 
it  yield?  Can  or  cannot  the  circular  constriction  act  in 
opposition  to  the  rest  of  the  musculature  ?" 
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Rossa  holds  that  we  can  differentiate  three  kinds  of 
activity  in  the  contraction  ring. 

1.  At  various  times  during  delivery  an  hourglass  con- 
traction (Einschniirung)  developing  during  particular 
pains  and  in  further  course  of  the  labor  entirely  dis- 
appearing. 

2.  In  combination  with  tetanus  uteri  as  an  unbroken 
persistent  narrowing — i.  e.,  true  contraction  in  tetanus. 

3.  After  notable  shrinkage  of  the  cavity  of  the  corpus 
uteri — that  is,  in  the  later  stages  of  labor,  with  shorten- 
ing and  thickening  of  the  entire  wall — the  contraction  ring 
is  found  as  a  moderately  persistent  hourglass,  the  narrow- 
ing increased  with  each  pain;  then  we  have  relative  con- 
traction. This  is  not  vicious,  like  tetanus,  but  a  normal 
body-muscle  action. 

If  there  seems  to  be  a  contraction  with  the  uterine  body 
relaxed — ^which  would  seem  to  contradict  the  above — it 
is  late  in  labor  when  the  muscle  above  never  lets  go  en- 
tirely. Whether  it  yields  or  not  depends  on  which  is 
stronger — the  driving  power  above  or  the  spasm,  below. 
There  is  no  necessary  relation  between  the  size  of  the 
contraction  rings  and  the  prognosis  of  delay  due  to 
obstruction.  The  worst  cases  are  the  "relative  contrac- 
tions" late  in  labor,  the  earlier  ones  being  of  little  sig- 
nificance. Relative  contraction  does  not  yield  to  narcosis. 
Then  there  is  nothing  to  do  but  to  undertake  a  mechanical 
widening  of  the  ring  or  to  reckon  with  the  continuing  con- 
traction and  initiate  an  operative  attack  different  from 
the  one  proposed.  Here  embryotomies  come  into  play. 
He  continues  as  follows : 

In  certain  cases  the  obstruction  is  too  narrow,  or  nar- 
cotics do  not  relax  it,  then  dilatation  of  the  ring  is  to  be 
tried.  The  need  occurs  rarely.  In  the  first  class  early  in 
labor  the  ring  takes  care  of  itself.  The  second  class,  tet- 
anus, is  to  be  treated  for  tonic  spasm  by  avoiding  the 


524  CESAREAN  SECTION 

britation  of  interference  and  examination  by  resort  to 
morphine  and  anesthesia,  which  will  probably  correct 
them.  Failing,  mechanical  enlargement  is  required.  In 
relative  contraction  (contracture)  first,  wait;  try  to  re- 
duce by  narcotics ;  but  when  drug  anesthesia  is  not  permis- 
sible or  there  is  no  time  to  get  its  full  relaxing  effect,  and 
yet  prompt  action  is  demanded,  then  dilatation  is  indi- 
cated. Complete  and  lasting  dilatation  is  not  required, 
nor  is  it  feasible.  Balloons  and  bags  are  out  of  the 
question,  as  they  foster  narrowing  of  the  contraction  ring. 
The  manual  method  is  to  be  used.  Two  fingers,  the  half 
or  the  whole  hand  suffice,  as  in  version  or  in  freeing  the 
placenta ;  or  the  pushing  aside  of  part  of  the  circle,  as  in 
the  presence  of  the  ring-grip  on  the  shoulders,  or  the  after- 
coming  head.  By  which  means  it  may  be  noted  that  in  the 
presence  of  the  contraction  ring  an  extreme  overstretching 
of  the  lower  uterine  segment  may  be  present  without  a 
high  location  of  the  contraction  ring  necessarily  pointing 
to  this  dangerous  thinning;  and  the  greatest  care  will  be 
required  not  to  rupture  the  uterus,  which  happened  in 
Eossa's  own  case.     Rossa  appends  a  good,  brief  literature. 

Veit  flatly  maintains  that  he  knows  "no  cases  wherein 
the  ring  draws  itself  together  in  cramp  in  advance  of  the 
child,  thus  entirely  holding  it  back."  He  claims  the  ring 
to  be  a  rigid  undilated  internal  os,  and  that  the  muscle  of 
the  body  of  the  uterus  is,  in  these  cases,  relaxed.  He 
does  not  think  that  spasm  or  contraction  of  Bandl's  ring 
occurs  except  in  the  presence  of  contraction  of  the  entire 
body  of  the  uterus,  though  he  admits  this  takes  place  as  a 
passing  stage  of  a  peristaltic  wave.  I^Tarcotics  and  time 
are  his  remedies.  Stretching,  he  says,  is  not  feasible 
during  the  spasm,  and  not  necessary  between  spasms  or 
after  the  spasm  has  passed. 

Among  the  best  authors  there  is  some  doubt  whether 
isolated  contraction  ever  takes  place.     Playfair  never  saw 
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a  case.  Hirst  waives  explanation.  Williams  thinks  the 
condition  is  probably  a  rigid  internal  os.  Hosmer  calls  it 
the  same. 

Diagnosis.  It  is  often  possible  to  locate  the  contrac- 
tion ring  externally.  In  normal  labors  the  difference  in 
thickness  between  the  contraction  ring  and  the  constantly 
thinning  and  elongating  lower  segment  becomes  palpable 
and  the  boundary  becomes  visible  as  an  obtuse  angle  under 
the  belly  wall  between  navel  and  pubis.  In  cases  where 
the  lower  segment  is  relaxed,  and  the  ring  coincides  with  a 
hollow  in  the  child's  body,  we  may  feel,  on  the  outside,  a 
deep  sulcus,  and  within  the  uterus  a  sharp  ridge.  Before 
rupture  of  the  membranes  this  diagnosis  cannot  be  estab- 
lished by  internal  examination  when  the  waters  are  large 
in  amount.     Other  items  of  diagnosis  follow: 

Location.  In  normal  labors  the  contraction  ring  is  at 
the  level  of  the  inlet;  after  long  activity  it  is  one  or  two 
finger-breadths  above.  The  distance  from  the  external  os 
is  6  to  7  cm.  (21/4  to  2%  inches).  In  abnormally  great 
obstruction,  whether  in  the  soft  parts,  pelvis  or  child,  the 
contraction  ring  climbs  higher  as  the  hollow  muscular 
organ  lessens  in  size  and  its  wall  thickens.  (Martin^".) 
The  ring  of  Bandl  is  found  7  to  9  cm.  above  the  external 
OS,  while  the  internal  os  is  4  to  5  cm.,  says  Demelin.'^  The 
height  of  the  contraction  ring  is  ordinarily  half-way  be- 
tween symphysis  and  umbilicus,  but  increases  and  be- 
comes much  higher  than  normal  when  the  contractility 
of  the  uterus  is  greater  than  normal.  Hofmeier  measured 
the  lower  segment  and  found  it  to  be  18  to  20  cm.  In 
many  cases  the  contraction  ring  has  been  found  as  high 
as  the  umbilicus. 

Clinical  Pictuke  (drawn  from  Demelin  "^  and 
Cheron'). 

When  labor  has  proceeded  for  some  time  in  the  second 
stage,  say  two  hours,  when  the  cervix  is  soft  and  dilated, 
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when  the  pelvis  is  normal  and  no  obstacles  exist  in  the 
way  of  tumors,  and  yet  no  progress  is  made,  we  may  begin 
to  suspect  the  presence  of  annular  contraction. 

If  the  lower  segment  is  empty  the  hand  feels  its  way 
through  a  long  canal  before  coming  to  the  head,  which  is 
always  high.  The  state  of  the  lower  segment  is  variable. 
Sometimes  its  walls  are  so  contracted  as  scarcely  to  admit 
the  hand;  sometimes  they  are  soft  and  flaccid.  The  ring 
is  felt  just  below  the  vertex  like  a  second  internal  os.  But 
no  confusion  need  really  exist  if  we  keep  the  relative 
heights  in  mind.  If  the  contractions  are  exaggerated  the 
head  is  drawn  higher  and  higher,  farther  and  farther  from 
the  external  os,  which  remains  supple.  Pains  proceed, 
but  the  child  is  not  expelled.  The  membranes  may  be 
ruptured,  or  they  may  form  a  voluminous  bag  of  waters, 
filling  the  cervix  and  lower  segment  and  extending  as  far 
as  the  vulva. 

The  ring  acts  in  two  ways:  it  either  retains  the  fetus 
in  the  uterine  body,  leaving  the  cervix  and  lower  segment 
empty,  or  else  it  encircles  a  part  of  the  fetus,  usually  the 
neck,  the  head  swinging  like  a  pendulum  (Schatz)  in  the 
lower  segment,  while  the  trunk  is  held  in  the  body  of  the 
uterus.  When  the  lower  segment  contains  a  large  fetal 
part,  the  head,  for  instance,  the  pains  continue,  exhausting 
and  wearing  out  the  woman.  When  the  lower  segment  is 
empty,  contractions  cease  after  a  while.  The  cessation 
of  pain  and  the  height  of  the  fetus  make  one  suspect 
uterine  rupture,  but  this  suspicion  is  not  confirmed  by 
the  state  of  the  patient.  Indeed,  this  accident  is  not  apt  to 
happen  when  the  fetus  is  in  the  upper  segment.  But  this 
does  not  imply  that  there  is  not  the  greatest  cause  for 
solicitude.    Very  often  the  child  dies. 

It  happens  frequently  that  the  cause  of  obstruction  is 
only  recognized  after  an  application  of  forceps  has  been 
made,  and  it  is  only  after  repeated  failure  of  traction  that 
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the  operator  thinks  of  introducing  his  hand  into  the  body 
of  the  uterus.  Nevertheless,  he  should  suspect  the  cause 
after  the  first  failure  of  traction.  The  uterus  is  always 
drawn  up  wholly  from  below  and  the  cervix  is  drawn  to 
the  vulva.  Also,  the  forceps  have  a  tendency  to  slip  in 
spite  of  the  best  of  holds. 

In  other  cases  it  is  only  after  the  hand  is  passed  in  for 
the  sake  of  practising  version,  and  is  arrested  by  the  con- 
traction ring,  that  its  presence  is  suspected. 

Such  considerations  show  that  as  soon  as  it  is  demon- 
strated that  labor  cannot  terminate  spontaneously,  and 
the  fetus,  whatever  its  presentation,  remains  at  the  supe- 
rior strait  without  engaging,  if  no  appreciable  cause  of 
dystocia  exists,  we  should  as  systematically  inquire  into 
the  condition  of  the  region  of  Bandl's  ring,  as  we 
would  into  the  condition  of  the  pelvis.  Perhaps  then  we 
should  know  whether  the  retraction  of  the  ring  was  as 
rare  a  phenomenon  as  it  is  generally  believed  to  be. 

Cheron  speaks  of  3  cases  where  the  ring  was  not  re- 
laxed after  death.  Schatz  insists  that  most  stable  brow 
presentations  are  caused  by  cramp  of  the  inner  womb 
mouth,  or  contraction  ring,  "as  the  Schroeder  school  names 
this  spot." 

Mortality.  The  maternal  mortality  is  very  high.  In 
marked  degrees  of  obstruction  it  runs  above  33  per  cent. 
In  moderate  degrees  of  contracture,  in  cases  well  handled, 
it  is  nil.  In  the  74  cases  in  the  literature  fourteen 
mothers  died.  In  17  cases  of  my  own  I  lost  no  mother, 
but  this  list  includes  some  instances  of  the  less  tenacious 
blockades.  The  difference  in  results  is  due  to  reasonably 
early  recognition.  The  three  factors  of  safety  are  early 
diagnosis,  aseptic  reconnaissance  and  attack,  and  obstet- 
ric sense  in  the  choice  of  means  and  the  duration  of  drag 
in  trying  to  run  the  blockade.  The  head  cases  show  a 
mortality  more  than  double  that  of  other  presentations. 
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To  my  mind  the  reason  for  this  is  because  these  cases 
present  the  more  difficult  problems  in  diagnosis — the  diffi- 
culty of  reaching  beyond  the  head  to  find  the  ring  and  the 
fiercer  strangle-hold  of  the  ring  caused  by  the  delay. 
Modern  methods  have  failed  to  better  our  results,  for  in 
the  last  eleven  years  thirteen  mothers  died  among  the  17 
cases  found. 

The  infant  mortality  is  equally  high.  It  reaches  50 
per  cent,  in  the  cases  reported  in  the  literature.  It  is 
higher  in  other  presentations  than  in  head-first  cases,  but 
the  number  of  reports  is  too  small  to  make  any  deductions 
of  value  which  are  based  on  these  figures. 
Treatment.  The  procedures  available  are: 
Relaxation  by  rest ; 

by  morphia; 
by  general  anesthesia. 
Dilatation  by  hand; 
by  bags; 
by  traction, 

in  head  presentations,  by  forceps; 
in  breech  presentations,  on  groin  or 

foot; 
in  transverse   presentations,   by  ver- 
sion, 
by  incision  of  ring  (not  employed). 
Embryotomy,  when  dilatation  and  traction  fail. 
Cesarean  section,  without  removal  of  uterus; 
with  removal  of  uterus. 
Relaxation  is  to  be  attempted  in  all  cases.      Morphia 
carries  some  dangers  to  the  child  in  full  doses.     Ether  re- 
laxes more  fully  than  chloroform. 

Manual  dilatation  under  anesthesia  is  our  main  resource, 
except  with  heads  fully  filling  the  pelvis.  Bags  endanger 
further  dilatation  of  a  lower  uterine  segment  that  is 
already  thinned,  and  are  usually  frowned  upon.     They  are 
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Fig.  1. — An  actual  retraction  ring,  drawn  from  life  immediately 
on  removal  by  super^•aginaI  hysterectomy.  It  is  here  presented  to 
indicate  the  thickness  and  resisting  power  of  the  collar,  before  the 
occurrence  of  that  postmortem  relaxation  which  is  seen  in  frozen 
sections. 

Fig.  2. — A  case  of  ruptured  uterus  operated  on  by  Dr.  R.  H. 
Pomeroy,  at  Brooklyn  Hospital,  in  which  the  bulk  of  the  child  had 
occupied  the  lower  segment,  and  then  burst  into  the  abdominal  ca\ity 
through  a  long  diagonal  tear. 


Fig.  3 
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not  applicable  to  cases  where  the  collar  is  filled  with  fetal 
parts,  but  only  to  a  low  contracture  in  advance  of  a  head, 
when  prolonged  dilatation  paralyzes  the  hand.  Incision 
is  usually  barred  by  the  height  of  the  ring,  its  distance 
from  the  vulva,  and  the  danger  of  hemorrhage  at  a  point 
so  far  beyond  ready  access  and  control.  I  find  no  record 
of  trial  of  incision  of  the  barrier.  Forceps  are  adapted  to 
most  head  cases,  but  the  fetal  heart  needs  watching,  as 
all  the  power  applied  to  the  obstructing  collar  is  via  the 
child's  neck.  To  forceps  on  head-last  cases  with  neck  con- 
striction this  objection  does  not  apply.  Embryotomy  has 
a  considerable  field  in  the  worst  contracture  or  tetany  in 
those  instances  not  amenable  to  the  foregoing.  Cesarean 
section  has  a  very  narrow  but  well-defined  place,  which 
has  been  specified,  both  at  the  beginning  and  end  of  this 
paper. 

Operative  Measures.  It  would  not  be  excusable  to 
prolong  this  paper  to  enumerate  some  of  the  operative 
hardships  encountered  by  good  workmen,  if  it  were  not 
that,  in  ig-norance  of  these  gloomy  results,  the  ordinary 
obstetrician  jumps  to  the  conclusion  that,  provided  the 
child's  interest  is  entirely  set  aside,  any  fetus  can  be 
gotten  out  without  undue  trouble,  through  judicious  per- 
sistent traction,  by  means  of  forceps,  version  or  embryot- 
omy, with  reasonable  safety  to  the  mother. 

This  is  not  so.  With  well-marked  contractions  one-third 
of  the  mothers  have  died. 

N'or  are  well-defined  contractures  and  tetany  readily 
overcome,  as  the  following  sample  experiences  show: 

Forceps.  The  application  of  forceps,  Demelin  ^  says, 
is  very  difficult,  on  account  of  the  height  of  the  head 
in  the  superior  strait,  and  because  they  slip.  Moreover, 
traction  drags  down  the  whole  uterus  with  the  head,  and 
as  the  head  descends  we  realize  that  the  uterus  is  fitted 
like  a  glove  about  the  fetus  and  that  they  cannot  be  sep- 

Gyn  Soc  34 


530  CESAREAN  SECTION 

arated  from  each  other.  Concerning  forceps'  use  in  obstet- 
trics  he  lays  down  the  principle  that  the  occipito-frontal 
application  is  bad  in  most  cases,  but  as  this  grip  slips 
infinitely  less  easily  than  others,  he  advises  it  without 
hesitation  where  the  shoulders  are  gripped,  the  head 
mobile  and  the  child  living.  If  forceps  are  applied,  says 
Beeson,  ^  a  pull  upon  the  head  ends  seriously.  The  prog- 
nosis is  not  encouraging.  He  recognized  the  condition 
by  passing  his  hand  beyond  the  head,  in  a  primipara  of 
sixteen,  after  thirty-five  hours'  labor.  The  head,  mov- 
able above  the  brim,  receded  with  each  pain,  the  girdle, 
five  inches  from  the  external  os,  grasping  the  shoulders. 
After  extraction  by  forceps  this  child  lived.  Jacquemier 
(Cheron)  drew  attention  to  the  fact  that  dilatation  of  the 
collar  by  means  of  the  pull  of  forceps  puts  all  the  strain 
of  the  work  on  the  child's  neck,  which  is  often  fatal  to 
the  fetus.  Stewart  ^^  reports  a  forceps  extraction  of 
great  difficulty  which  was  fatal  to  the  child,  in  a  primipara, 
the  obstruction  being  a  rigid  contraction  ring  five  inches 
from  the  external  os,  holding  back  the  shoulders.  The 
head  was  freely  movable.  The  ring  could  not  be  passed 
by  the  hand.  The  child  was  living  when  the  idea  of 
Cesarian  section  was  taken  up,  but  it  was  abandoned  be- 
cause of  the  earlier  forceps  attempt  and  the  previous  use- 
less cervix  incision.  Whitacre  ^^  reports  two  forceps 
extractions  with  soft  and  dilated  cervix  and  rigid  ring  in 
O.  P.  cases,  where  the  obstruction  gradually  relaxed  after 
three-quarters  of  an  hour  of  hard  work,  mothers  and  chil- 
dren recovering.  Cotret,®  in  a  primipara,  with  waters 
gone  for  over  fifteen  hours,  decided  against  a  Cesarean 
section.  Forceps  failed,  the  shoulders  gripped  by  the  ring. 
He  dilated  by  hand,  turned,  applied  forceps  to  the  after- 
coming  head  to  pass  the  ring,  and  lost  the  child.  Watt's 
first  case  was  a  failure  of  forceps  in  good  hands  before 
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coming  to  him.     With  his  second  patient  not  even  axis 
traction  forceps  would  avail. 

Forceps  extraction,  however,  is  a  valuable  resource,  suc- 
cessful in  all  head  cases  except  those  presenting  high  de- 
grees of  contracture  or  tetany.  In  every  labor,  however 
ordinary  in  appearance,  with  forceps  delivery,  where  the 
head  will  not  advance,  in  the  absence  of  definite  ob- 
struction by  pelvis,  cervix  or  pelvic  floor  (or  relative  dis- 
proportion), the  ring  as  a  cause  must  be  borne  in  mind. 

Version.  Version  is  applicable  to  transverse  cases 
chiefly.  It,  also,  is  difiicult,  and  the  thinning  of  the  lower 
uterine  segment  calls  for  caution  lest  rupture  occur. 
Demelin  makes  light  of  this  danger  because  the  segment 
usually  containing  most  of  the  fetus  exhibits  a  thick  and 
retracted  wall.  Yet  Eossa  ruptured  the  lower  segment. 
To  me  the  danger  has  appeared  to  lie  in  tearing  the  atten- 
uated lower  segment  away  from  the  upper  while  manu- 
ally dilating  the  collar,  which  is  frequently  as  thick  as  the 
edge  of  the  hand.  This  kind  of  injury  occurred  before 
Pomeroy's  laparotomy  in  the  specimen  pictured  in  Figs. 
1  and  2. 

Embryotomy.  Embryotomy  is  feasible  and  successful 
in  most  cases  where  forceps  or  version  fail. 

Budin  (see  Cheron)  gave  up  attempts  with  forceps 
and  version,  to  resort  to  embryotomy  in  five  out  of  twelve 
cases.  Hicks,^^  in  a  face  and  hand  presentation  in 
which  forceps  and  version  effected  nothing,  the  extended 
head  being  movable  above  the  pubes,  and  the  ring  above  it, 
perforated  and  then  removed  the  head,  when  he  was  able 
to  turn,  saving  the  mother.  In  another  patient,  also  at 
term,  after  about  fourteen  hours  of  labor  much  the  same 
conditions  obtained,  with  an  oblique  ring  four  inches  above 
the  pubes,  the  lower  segment  lax  and  containing  head,  arm 
and  leg.  After  emptying  and  crushing  the  head,  a  difficult 
version  extracted  the  fetus,  the  mother  dying  in  half  an 
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hour.  The  autopsy  showed  an  ample  pelvis,  and  there 
was  no  ring  twenty-four  hours  after  delivery,  as  is  usual. 
Pery/^  in  a  woman  who  had  had  three  normal  labors, 
was  unable  to  extract  by  forceps  a  head  held  by  the  con- 
tracture beneath  it.  He  applied  the  basiotribe,  though  the 
child  was  living,  the  mother  dying  a  few  days  later. 
Elliott  ^^  had  two  cases  of  brow  presentation  where  the 
annular  contracture  called  for  craniotomy  on  the  living 
child  after  forceps  and  version  failed,  the  mothers  recover- 
ing ;  but  Vallois  ^^  and  Vallee  ^°  lost  their  cases.  Sinne- 
tamby,^*  in  a  Il-para,  where  the  first  labor  had  been  nor- 
mal, after  sixteen  hours  in  labor,  and  twenty  since  the 
water  had  drained  away,  found  a  transverse  presentation 
with  a  ring  in  tetanic  contraction  admitting  two  fingers. 
Version  failing  under  anesthesia,  the  neck  was  severed, 
and  traction  on  the  arm  tried.  Barnes'  cranioclast  ap- 
plied to  the  upper  trunk  was  required  to  deliver  the  body, 
the  ring  yielding  suddenly.  Forceps  brought  the  head. 
The  patient  recovered.  Andrews,^  like  Gaulard,*  after 
trying  version  and  forceps  and  embryotomy,  was  entirely 
unable  to  empty  all  fetal  parts  from  the  uterus. 

It  will  thus  be  seen  that  the  apparently  simple  formula : 
"Don't  cut  up  the  mother,  but  reach  through  the  hour- 
glass opening  and  get  the  child  piecemeal,"  is  less  rational 
than  it  seems,  and  not  always  applicable.  First,  because 
of  the  distance  from  the  entrance.  For  it  is  noteworthy 
that  not  one  of  the  obstetric  obstructions  is  so  far  from 
the  entroitus  as  this  one,  well  beyond  the  bony  inlet,  and 
often  navel-high.  Second,  when  the  intervening  channel 
between  rescuer  and  partition  is  completely  distended  with 
fetal  parts.  Third,  because  the  passenger  is  sacrificed  at 
no  inconsiderable  risk  of  battering  the  sides  of  the  passage. 
Lastly,  because  inability  to  get  away  all  the  fetal  parts  has 
presented  itself  at  least  twice,  and  the  short-cut  through 
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the  abdominal  wall  had  to  be  the  last  instead  of  the  first 
resort. 

All  this  is  not  to  say  that  section  is  to  be  the  first 
measure  in  mind  in  ring  contracture  or  ring  tetany.  But 
it  is  to  say  that  exactly  as  the  obstetrician  with  surgical 
sense  and  training  does  not  jeopardize  his  patient's  chances, 
in  cases  where  her  narrowed  bony  inlet  makes  safe  de- 
livery improbable,  by  long  trial  of  other  means,  but  early 
opens  the  abdomen,  so  in  this,  the  most  dangerous  of  soft- 
part  obstructions,  immediate  consideration  must  be  given 
to  the  chances  offered  by  Cesarean  section  in  all  cases  where 
the  child  is  alive. 

SuMMAEY.  The  retraction  ring  is  the  lower  edge  of  the 
muscle  of  the  body  of  the  parturient  uterus  in  action. 
Clinically  it  is  of  no  importance  to  decide  whether  the 
ring  is  the  anatomical  internal  os  or  not.  Its  presence  is 
a  physiological  occurrence  resulting  from  normal  activity, 
which  in  excess  or  unbalanced  development  may  consti- 
tute either  a  slight  or  a  serious  obstruction  to  delivery. 
It  appears  in  three  degrees : 

1.  As  the  lower  boundary  of  the  muscle  of  the  uterine 
wall  in  action ;  curving  under  the  presenting  part  or  fitting 
into  a  depression  of  the  fetal  mass;  palpable  during  con- 
tractions and  disappearing  later  in  the  labor — that  is, 
physiological  contraction  of  the  ring. 

2.  As  an  obstinately  tenacious  hourglass  narrowing 
occurring  in  the  later  stages  of  labor;  its  tension  and 
resistance  increased  during  each  pain;  in  association  with 
shortening  and  thickening  of  the  entire  wall  of  the  body 
of  the  uterus — that  is,  contracture  of  the  ring. 

3.  As  a  girdle  locked  in  continuous  spasm;  in  connec- 
tion with  and  part  of  tetanus  of  the  body  of  the  uterus  late 
in  labor — that  is,  tetanus  of  the  ring. 

If  there  seems  to  occur  a  relaxed  uterine  body  above  a 
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stable  contracture  it  is  late  in  labor  when  the  muscle  above 
never  lets  go  entirely. 

The  physiological  ring  develops  at  the  pelvic  inlet,  and 
it  may  be  either  a  circle  or  a  crescent.  With  increasing 
cramp  it  climbs  higher,  even  to  the  level  of  the  navel,  the 
thinned  lower  uterine  segment  lying  between  the  ring  and 
the  external  os,  5  to  20  cm.  below.  The  girdle  may  be  pal- 
pated externally,  or  determined  by  vaginal  examination, 
the  latter  being  sometimes  blocked  by  the  fetal  parts  in  the 
lower  uterine  segment  or  by  a  large  bag  of  waters.  There 
is  no  necessary  relation  between  the  size  of  the  obstruction 
ring  and  the  prognosis  of  delay.  Yielding  or  not  yielding 
depends  on  which  is  stronger,  the  driving  power  above  or 
the  spasm  below.  The  ring  either  retains  the  fetus  in  the 
uterine  body,  leaving  the  lower  uterine  segment  empty, 
or  it  encircles  a  part  of  the  fetus,  usually  the  neck,  the 
head  swinging  like  a  pendulum  in  the  lower  segment. 

Infrequency  of  reported  occurrence  is  probably  due  to 
lack  of  routine  search  in  all  cases  of  long  labor  with 
second-stage  delay  not  otherwise  accounted  for. 

A  third  of  the  mothers  and  half  the  children  died  in 
the  reported  cases.  The  factors  affecting  the  mortality 
are,  chiefly:  early  diagnosis,  aseptic  care,  judgment  in 
choice  of  methods.  Relatively  early  recognition  is  the 
most  important  single  factor  of  safety.  Choice  of  meas- 
ures in  obstructions  due  to  the  bony  canals  are  being 
standardized.  Those  of  the  soft  parts  should  be.  This 
obstruction  of  the  birth  canal  is  more  distant  from  the 
exit  than  any  other  whatever,  and  calls  for  consideration 
of  the  proper  place  for  relief  by  laparotomy. 

Treatment.  In  the  first  class  (physiological  contrac- 
tion) the  ring  takes  care  of  itself. 

In  the  second  (contracture)  the  condition,  if  it  should 
occur  early  in  labor,  usually  takes  care  of  itseK.  The 
treatment  of  persisting  obstruction  passes  through  these 
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degrees,  in  series,  or  in  combination:  Rest;  morphine  to 
the  limit  of  safety  of  infant  resuscitation;  narcosis,  com- 
plete, with  ether ;  manual  dilatation,  under  full  narcosis ; 
forceps  (breech  extraction),  version;  embryotomy  with 
dead  child;  Cesarean  section  under  the  conditions  at  the 
head  of  this  paper. 

Table  I. — Mortality  in  Contraction  Ring  Dystocia. 


Head  presentation. 

Other  presentations. 

Cases. 

Mothers 
died. 

Children 
died. 

Cases. 

Mothers 
died. 

Children 
died. 

Charon  before  1899 
Contracture  and  tetany 

of  ring  reported  since 

1899 

Author's   cases,  includ- 
ing moderate  degrees 
of  contraction 

33 

13 

46 

17 

6 

4 
10 

12 

10 

22 

Totals 
1 

24 

4 

28 
46 

74 
2 

2 

2 

4 
10 

14 

14 

3 

17 
22 

39 
1 

Table  II. — Mortality    in    Contraction    Ring    Cases    Under 
Operative  Measures.     Reported  by  Cheron. 


Cases. 

Mothers  died. 

Children  died. 

Version 

20 
7 
5 

15 

1 
0 
3 

2 

6 

Forceps 

0 

Forceps  and  version 
Embryotomy  (forceps 
sion  impossible) 

and  ver- 

1 
15 

With  a  dead  child  relaxation  of  the  spasm  by  morphine 
and  complete  ether  narcosis  and  extraction  by  forceps  or 
version  (two-thirds)  or  embryotomy  (one-third)  is  usually 
effective.  In  a  few  cases,  in  skilled  hands,  even  embry- 
otomy and  basiotripsy  failed  to  empty  the  uterus,  and 
section  and  hysterectomy  were  necessitated.  In  a  case  not 
infected,  with  the  dead  fetus  locked  up  behind  an  undi- 
latable  two-finger  ring  far  above  the  pelvic  inlet,  under 
hospital  care,  Cesarean  section  is  to  be  preferred  to  embry- 
otomy.    These  cases  call  for  hospital  care. 
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Tlie  child  living,  in  every  case  a  persistent  trial  is  made 
to  relax  and  dilate  the  ring  by  rest,  morphine,  full  sur- 
gical anesthesia  under  ether,  and  patient  manual  dilata- 
tion. In  head  cases  a  fair  essay  of  forceps,  short  of  the 
risk  of  cerebral  hemorrhage,  and  combined  with  expres- 
sion, is  undertaken.  In  transverse  cases  version  should 
be  attempted,  bearing  in  mind  the  risk  of  rupturing 
owing  to  tetanus  of  the  body  of  the  uterus.  Failing  with 
forceps  in  head  cases  and  version  in  transverse,  the  fetal 
heart  good  and  the  cord  unharmed,  choice  is  made  between 
embryotomy  and  laparotomy.  Embryotomy  will  be 
usually  chosen,  because  of  the  frequency  of  lowered 
vitality  in  the  child,  when  accessibility  favors  this  opera- 
tion, and  because  of  a  lessened  risk  to  the  mother  present 
in  most  instances. 

With  mother  and  child  in  fair  condition,  with  infection 
unlikely,  with  a  ring  not  yielding  to  a  combination  of 
morphine,  etherization,  and  manual  dilatation  and  trac- 
tion. Cesarean  section  is  indicated  in  preference  to  embry- 
otomy, and  should  be  undertaken  if  the  parents  elect  a 
somewhat  increased  risk  for  the  sake  of  the  child.  Cesa- 
rean section  is  safer  than  embryotomy  in  all  the  worst 
degrees  of  ring  contracture  and  tetany,  located  high,  pro- 
vided infection  is  improbable. 

Cesarean  Section  for  Irreparable  Contraction  Ring,  Hold- 
ing Bach  Shoulders;  Failure  of  Forceps  and  Digital 
Dilatation;  Cesarean  Section;  Death  of  Mother  {Two 
Cases).     By  James  Watt,  M.D.,  of  Brooklyn,  New 
York.    Presented  by  Invitation,  before  the  American 
Gynecological  Society,  Washington,  D.   C,  May  5, 
1910.    Read  by  Title. 
Case  I. — Mrs.  A.  V.,  aged  twenty-six  years;  married 
one  year;  primipara;  was  referred  by  Dr.  F.   C.  Craw- 
ford.    The  preliminary  examination  revealed  a  poorly- 
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nourished  woman,  weighing  120  pounds,  with  a  phthisical 
family  history.  Pelvic  measurements  ample,  left  occipito- 
anterior position,  fetal  heart  140.  Her  condition  remained 
the  same  up  to  the  beginning  of  active  labor,  which  took 
place  at  term. 

The  first  stage  was  slow,  the  pains  averaging  twenty- 
minute  intervals  for  forty-eight  hours.  The  cervix  was 
soft,  membranes  detached,  contractions  good,  and  the  head 
in  the  cavity,  in  the  left  occipito-auterior  position.  At 
the  end  of  the  fifty-second  hour  the  first  stage  was  com- 
pleted and  the  membranes  ruptured  spontaneously.  After 
waiting  for  some  time,  and  finding  no  progress,  the  doctor 
applied  forceps,  using  more  than  the  ordinary  amount  of 
traction  force,  with  no  result. 

The  mother  and  child  were  in  fair  condition,  consider- 
ing the  prolonged  labor  and  the  two  attempts  at  forceps, 
and  although  one  would  hesitate  to  do  a  section  at  this 
stage,  having  in  mind  the  high  mortality  of  the  Cesarean 
operation  in  the  late  cases,  the  writer  was  confident  that 
extreme  aseptic  care  had  been  used  in  all  of  the  preceding 
manipulations,  and  the  operation  was  selected  in  lieu  of 
embryotomy ;  both  the  patient  and  husband  understanding 
the  increased  risk. 

At  the  operation,  October  15,  1907,  at  the  Long  Island 
College  Hospital,  the  contraction  ring  was  distinctly  seen 
and  felt  as  a  deep  furrow  extending  completely  around 
the  uterus.  It  retained  its  form  after  division  and  the 
emptying  of  the  uterus. 

Both  patients  did  well  up  to  the  fifth  day,  when  the 
mother  developed  septic  peritonitis  and  died  on  the  ninth 
day.     The  child  is  still  alive. 

Case  II. — Mrs.  A.  D.,  aged  twenty-three  years;  mar- 
ried one  year ;  primipara ;  referred  by  Dr.  H.  Moses.  She 
had  indulged  in  golf,  tennis  and  other  athletics  during  her 
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girlhood,  and  was  a  strong  and  muscular  woman.  Her 
health  during  pregnancy  was  excellent,  without  incon- 
venience up  to  the  beginning  of  labor,  which  was  at  term. 

Notwithstanding  the  fact  that  the  pains  were  excessive, 
the  first  stage  was  slow,  requiring  forty-eight  hours  for  its 
completion.  She  entered  the  second  stage  in  good  condi- 
tion, with  the  head  engaged  in  the  left  occipito-anterior 
position,  and  the  contractions  strong  and  regular.  After 
being  four  hours  in  this  stage  no  progress  was  noted,  for- 
ceps were  applied,  and  traction  made  for  a  period  of  half 
an  hour,  with  negative  result. 

The  doctor,  realizing  that  he  was  dealing  with  some  ele- 
ment of  dystocia,  sent  the  case  to  the  writer  at  the  Long 
Island  College  Hospital,  l^ovember  6,  1907,  where  the 
following  conditions  were  noted :  Mother  and  child  in  good 
general  condition;  fetal  heart,  150;  pelvis  ample;  abdo- 
men tense;  uterus  in  tonic  contraction,  external  os  fully 
dilated;  head  engaged;  now  in  the  left  occipito-posterior 
position,  which  the  writer  considered,  at  this  time,  the 
cause  for  the  failure  of  the  forceps. 

Under  chloroform  anesthesia  and  in  the  Trendelenburg 
position,  an  attempt  made  to  dislodge  the  head  for  the  pur- 
pose of  rotation  failed.  The  writer  now  considered  that  he 
was  dealing  with  an  impacted  occipito-posterior  position, 
which  might  yield  to  axis-traction  forceps ;  an  attempt  was 
made,  using  more  than  the  ordinary  traction  force,  but 
failed  to  advance  the  head.  A  second  and  more  strenuous 
attempt  was  undertaken  to  dislodge  the  head  for  the  pur- 
pose of  version,  and  this  also  failed.  The  craniotomy  tools 
were  prepared,  and  the  writer  was  about  to  perforate  the 
skull,  when  the  cause  of  the  obstruction  to  delivery  was  dis- 
covered in  a  band  girdling  the  child's  neck,  about  one  inch 
above  the  pelvic  brim.  This  band  could  only  be  felt  on  the 
anterior  and  right  side  of  the  uterus. 
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The  writer  must  confess  that  he  was  at  a  loss  to  know 
what  to  do.  Craniotomy  would  be  of  no  value.  Decapi- 
tation and  subsequent  embryotomy  was  a  questionable  pro- 
cedure, for  one  could  not  foretell,  until  after  removing  the 
head,  if  it  were  possible  to  dilate  the  ring  sufficiently  to 
deliver  the  trunk. 

Conclusions.  It  is  unfortunate  that  the  diagnosis  of 
this  condition  cannot  be  made  until  labor  is  well  estab- 
lished, for  the  reason  that  the  contraction  ring  has  no 
existence,  in  a  pronounced  or  notable  form,  save  during  the 
act  of  labor;  therefore,  as  an  indication  for  Cesarean  sec- 
tion, it  cannot  be  classed  with  the  indications  for  primary 
sections. 

It  has  been  the  writer's  custom  during  the  past  year  to 
examine  for  the  contraction  ring  in  all  cases  of  delayed 
labor.  It  has  been  present,  in  different  degrees,  in  a  num- 
ber of  cases,  and  seemingly  was  the  cause  of  obstruction  to 
delivery.  In  all  of  the  cases,  except  the  two  just  reported, 
the  ring  relaxed  under  morphine  or  complete  anesthesia, 
and  the  deliveries  were  easily  accomplished  with  forceps. 

It  is  the  writer's  opinion  that  Bandl's  ring  is  present 
in  a  degree  sufficient  to  obstruct  labor  more  often  than  one 
is  led  to  suppose,  and  that  the  cases  of  delayed  second 
stage,  other  conditions  being  normal,  that  deliver  them- 
selves spontaneously  after  being  anesthetized  are  due,  in 
numerous  instances,  to  the  contraction  of  Bandl's  ring. 

In  considering  this  topic  as  an  indication  for  Cesarean 
section,  it  should  be  undertaken  only  when  the  following 
conditions  are  present :  Child  living  and  in  good  condition ; 
failure  to  dilate  the  ring  or  to  relax  it  with  morphine  and 
complete  anesthesia;  mother  in  fair  condition  for  surgical 
work,  and  not  infected. 
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Cesarean  Section  for  Contraction  Ring,  Holding  Mento- 
posterior by  Broad  Grasp  of  Neck;  Recovery.  By 
Frederick  C.  Holden,  M.D.,  of  Brooklyn,  New  York» 

Mrs.  K.  S.  (Xo.  36999  M.  E.  Hospital) ;  aged  twenty- 
two  years;  primipara;  admitted  June  24,  1910,  at  term. 
She  had  been  in  labor  twenty  hours,  with  the  membranes 
ruptured  and  complete  dilatation  for  six  hours.  Patient's 
condition  was  good;  pulse,  88;  labor  pains  very  strong  and 
regular.  Dr.  H.  H.  Hemstreet  had  recognized  the  pres- 
entation and  posture,  and,  with  Dr.  W.  A.  Peterson,  had, 
under  chloroform,  attempted  flexion  of  head  and  rotation 
of  the  mento-posterior.  Rotation  could  not  be  maintained, 
which  led  to  their  identification  of  the  cause  as  an  extreme 
contraction  of  the  ring  on  the  neck. 

Examination  showed  a  full-term  uterus  with  a  live 
child;  pulse,  160.  Her  external  measurements  were:  in- 
terspinous,  22.5  cm.;  intercristal,  28.5  cm.;  external  con- 
jugate, 19  cm. ;  estimated  internal  conjugate,  10  cm.  On 
internal  examination,  under  chloroform  anesthesia,  the 
cervix  was  fully  dilated;  fetus  in  L.  M.  P.  position,  and  a 
firm  contraction  ring  around  the  child's  neck  and  shoul- 
ders, completely  preventing  flexion  of  the  head.  Twenty- 
two  hours  after  the  onset  of  labor,  seven  and  one-half  hours 
after  membranes  ruptured,  and  six  hours  after  the  collar 
was  found,  a  Cesarean  section  was  done  by  me,  with  the 
assistance  of  Dr.  J.  O.  Polak,  under  chloroform  and  oxy- 
gen anesthesia.  Through  a  right  rectus  incision  ex- 
tending three  inches  above  and  below  the  umbilicus,  and 
a  longitudinal  uterine  incision  which  was  made  low  down, 
so  as  to  sever  the  retraction  ring,  a  normal  child,  weighing 
six  pounds  and  ten  ounces,  was  delivered:  48  cm.  long; 
suboccipito-bregmatic,  10  cm. ;  biparietal,  10  cm. ;  occipito- 
mental, 14  cm. ;  occipito-f rental,  14  cm.  After  the  re- 
moval of  the  placenta  and  membranes  a  compress,  saturated 
with  tincture  of  iodine,  was  passed  through  the  cervix  from 
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above  and  removed  from  the  vagina  at  the  completion  of 
the  operation.  Uterus  was  closed  with  interrupted  chromic 
catgut,  two  sutures  were  placed  at  half-inch  intervals 
through  the  uterine  muscularis  down  to  but  not  including 
the  mucosa,  and  with  a  Lembert  suture  the  uterine  perito- 
neum was  brought  over  and  buried  the  interrupted  sutures. 
The  peritoneum  was  closed  with  running  plain  catgut, 
rectus  fascia  overlapped  with  interrupted  chromic  catgut 
sutures,  and  skin  approximated  by  silkworm  gut.  Time 
of  completed  operation,  eighteen  minutes. 

Patient  was  fully  conscious  and  asked  for  something  to 
eat  in  an  hour.  Fowler  position  instituted  at  once.  Very 
comfortable,  uninterrupted  convalescence;  wound  closed 
by  primary  union,  and  patient  was  out  of  bed  on  the 
eighteenth  day. 

This  is  thought  to  be  the  second  instance  of  election  of 
section  as  soon  as  manual  dilatation  failed,  and  the  first 
undertaken  without  risking  the  child's  life  by  forceps  trac- 
tion on  a  neck  that  had  been  held  several  hours  firmly 
grasped  by  the  ring. 

The  amount  of  power  exerted  by  the  ring,  as  well  as  its 
breadth  from  top  to  bottom,  can  be  partly  demonstrated 
graphically  in  the  two  tracings  presented  herewith.  They 
were  drawn  by  Dr.  Dickinson  as  soon  as  he  had  resusci- 
tated the  child.  The  neck  is  extraordinarily  elongated  and 
thinned.  The  distance  from  chin  to  sternum  is  6.2  cm., 
and  from  occipital  protuberance  to  seventh  cervical  3.4 
cm.  The  face  presents  the  usual  edema  of  this  presenta- 
tion. 

G.  Martin's  case  of  a  dead  child  of  2950  cm.,  the  head 
transverse,  showed  this  strangle-hold  and  swollen,  livid 
face.  After  the  delivery  by  the  natural  passage  the  con- 
tinuing contraction  made  his  removal  of  the  placenta  diffi- 
cult. 
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22.  Reynolds,  Edward.  Jour.  Amer.  Med.  Assoc,  October,  1907, 
1329.  Constitutional  Ill-equipment  of  the  Patient  as  a  Factor 
Determining  the  Performance  of  the  Primary  Cesarean  Section. 

23.  Rocheblave.  Bull.  Soc.  MM.  Clin,  de  la  DrOnn.,  1903,  iv,  199. 
Retraction  persisteute  de  Tanneau  de  Baudl,  avec  inertie  du  corps 
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24.  Rossa,  E.  Monatssch.  f.  Geburt.,  Berlin,  1900,  xii,  451.  Der 
Contractions  Ring  in  Seinem  Bezichungen  zur  Mechanik  der 
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25.  Salles,  E.  Revue  Med.  de  Normandie.  1901,  i,  101.  Dystocie 
par  retraction  de  I'anneau  de  Bandl ;  grossesse  gemellaire ;  double 
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26.  Sinnetamby,  M.  Jour.  Obst,  and  Gyn.,  British  Empire,  Feb- 
ruary, 1909,  114.  Notes  on  Tonic  Contraction  of  Bandl's  Ring  in 
TvFO  Cases  of  Transverse  Presentation,  with  Remarks. 

27.  Stewart,  R.  W.  Lancet  Clinic,  September  14,  1907,  258.  Ob- 
struction from  Bandl's  Ring. 

28.  Smyly,  W.  J.  Brit.  Med.  Jour.,  May  18,  1901.  Lower 
Uterine  Segment  and  the  Contraction  Ring. 

29.  Vallois.  Bull.  Soc.  d'obst.  de  Paris,  1904,  vii,  313.  Dys- 
tocia par  retraction  de  I'anneau  de  Bandl  et  insucces  du  basio- 
tribe. 

30.  Vallee.  Normandie  Med.,  1905,  xx,  79.  Observation  d'un 
cas  de  dystocie  par  retraction  de  I'anneau  de  Bandl. 

31.  Veit.  Monatssch.  f.  Geburt.  und  Gyn.,  1900,  xi,  893  or  493. 
Ueber  die  Dystocie  durch  den  Contractions  Ring. 

32.  West,  R.  B.  Texas  Med.  Gaz.,  1903,  ii.  No.  12.  10.  Bandl's 
Ring.    Report  of  a  Case. 

33.  Whitacre,  Marion.  Lancet  Clinic,  1907,  05,  328.  Two  Cases 
of  Obstruction  from  Bandl's  Ring, 


KEPORT  OF  THE  COMMITTEE  OF  THE  AMER- 
ICAN GYNECOLOGICAL  SOCIETY  ON  THE 
PRESENT    STATUS    OF    OBSTETRICAL 
EDUCATION  IN  EUROPE  AND  AMER- 
ICA AND  ON  RECOMMENDATIONS 
FOR    THE    IMPROVEMENT    OF 
OBSTETRICAL     TEACHING 
IN  AMERICA. 

Baeton  C.  Hibst.  Philadelphia;  Edwin  B.  Ceagin,  New  York; 
J.  Clifton  Edgar,  New  York ;  Chables  M.  Gbeen,  Boston ; 
J.  Whiteidge  Williams,  Baltimore;  J.  Clabence  Websteb, 
Chicago;  Edward  P.  Davis,  Philadelphia,  ex-offlcio. 


YouE  Committee  has  received  reports  from  Great 
Britain,  Germany,  Austria,  Switzerland,  France,  and 
Italy.  In  contrast  with  the  present  system  in  those  coun- 
tries, a  report  is  submitted  from  seven  representative 
medical  schools  in  the  United  States,  which  may  be  fairly 
classed  among  the  best  medical  schools  in  this  country. 

GREAT    BRITAIN. 

A  course  of  lectures,  thirty  to  forty  or  more  each  year, 
is  given  in  obstetrics  in  all  London  schools.  It  usually 
extends  over  two  years,  and  lectures  on  gynecology  are 
given  at  many  schools  in  addition  to  those  in  obstetrics. 
You  will  find  details  as  to  hours  in  the  British  Medical 
Journal  for  September  4,  1909. 

The  work  in  obstetrics  consists  of  the  above  lectures, 
clinical  teaching  in  the  obstetrical  wards  (most  of  the 
general  hospitals  now  have  beds  for  this,  numbering  from 
eight  to  twelve").     A  class  of  practical  obstetrics,  demon- 
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strations  in  the  museum,  personal  attendance  on  about  fifty 
cases  each  student,  the  number  varying  with  the  different 
hospitals.  Each  student  must  attend  twenty  cases,  and  in 
addition  each  University  student  (Oxford  and  Cam- 
bridge) must  have  previously  attended  cases  in  the 
lying-in  wards  for  at  least  one  month. 

The  teachers  of  obstetrics  also  teach  diseases  of  women 
and  their  surgical  treatment;  they  are  the  only  teachers 
who  do  teach  this  subject  in  the  medical  schools  for  men 
students. 

Herbert  Spencer. 

GERMANY. 

I  have  arranged  the  instruction  in  obstetrics  and  gyne- 
cology in  the  University  of  Konigsberg  as  follows : 

Sixth  Semester:    Theoretic  obstetrics. 

Seventh  Semester:  Obstetrical-gynecological  clinic  (as 
spectator) ;  a  course  in  gynecological  diagnosis.  A  course 
in  examinations  of  pregnant  women. 

Eighth  Semester:  Obstetrical-gynecological  clinic  (as 
practitioner).  A  course  on  obstetrical  operations  on  the 
manikin. 

ISTinth  Semester:  Obstetrical-gynecological  clinic  (as 
practitioner).  A  course  in  microscopic  diagnosis.  A 
practical  course  in  minor  gynecologic  therapeutics.  The 
physiology  and  pathology  of  the  newborn  infant. 

Tenth  Semester:  Obstetrical-gynecological  clinic. 
Course  in  obstetrical  operations.  Course  in  cystoscopy. 
Physiology  and  pathology  of  the  puerperium.  A  demon- 
stration, weekly,  for  nine  weeks  of  pathological  anatomy 
(with  the  epidiascope,  microscope,  etc.). 

Each  student  in  the  tenth  semester  must  live  a  month  in 
the  clinic,  where  he  observes  and  conducts  about  forty 
labors  and  performs  the  minor  operations. 

Professor  Winter. 

Gyn  Soc  35 
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AUSTEIA. 

Of  the  five-year  course,  the  student  must  occupy  himself 
during  one  year  with  obsterics  and  gynecology.  During 
this  time  he  is  obliged  to  attend  the  lectures  ten  hours  a 
week.  During  this  time  also  he  must  have  his  practical 
training  in  which  he  has  the  opportunity  to  see  a  large 
number  of  labors  and  to  perform  minor  operations,  such 
as  perineal  lacerations,  episiotomy,  manual  extrac- 
tions, etc. 

There  is  manikin  practice  in  the  obstetrical  operations. 

In  addition  he  receives  practical  training  in  the  exam- 
ination of  pregnant  women  and  gynecological  patients. 
The  examination  consists  of  diagnosis  in  parturient  and 
pregnant  women  and  in  gynecological  patients  and  opera- 
tions performed  upon  the  manikin. 

Heinrich  Peham, 
"University  Professor  of  Obstetrics  and  Gynecology,  Vienna. 

SWITZERLAND. 

1.  During  the  customary  ten-semester  medical  course, 
three  to  four  semesters  are  devoted  to  obstetrics  and  gyne- 
cology.    Three  semesters  are  obligatory. 

2.  During  this  time  the  students  visit  the  obstetrical- 
gynecological  clinic  and  polyclinic  where  opportunity  is 
affored  them  to  observe  gynecological  cases,  to  examine 
pregnant  women,  and  thus  to  acquire  the  necessary 
technical  skill. 

In  addition  a  certain  proportion  of  the  students  attend 
the  theoretical  lectures  on  obstetrics  and  gynecology,  which 
are  not  obligatory. 

The  obstetrical  operations  are  practiced  upon  the  man- 
ikin, and  in  addition  the  students  occasionally  have  the 
opportunity  to  perform  these  operations  upon  the  living 
patient  under  the  supervision  of  an  instructor. 
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In  the  final  examination  there  is  required: 

1.  Practical  demonstration  of  sufiicient  knowledge  in 
the  examination  of  pregnant  and  parturient  women  and  of 
gynecological  patients. 

2.  The  performance  of  several  obstetrical  operations  on 
the  manikin. 

3.  A  theoretical  oral  examination  on  obstetrics  and  gyn- 

cology. 

Th.  Wydek^ 
Director  of  the  University  Frauenklinik,  ZUrich. 


FBANCE. 

In  answer  to  your  letter  of  November  26,  I  went  to  see 
Professor  Lannelonge,  one  of  the  leading  surgeons  here, 
also  a  member  of  the  "Institute"  of  France,  and  Senator. 
The  following  is  a  translation  of  the  answers  he  dictated 
to  me  after  reading  the  questions  of  your  letter: 

"Two  terms  of  six  months  each  are  devoted  to  the  study 
of  midwifery  and  obstetrics.  The  students  of  the  two 
clinical  departments  are  inscribed  turn  about  night  and 
day  to  make  a  stage  in  the  hospital  wards  and  follow  the 
labor  hour  by  hour  until  period  of  delivery.  During  a 
term  they  can  follow  about  fifteen  cases  or  more  if  they 
wish  to  do  so. 

"The  scope  of  the  course  in  obstetrics  includes  not  only 
delivery  proper,  but  also  all  the  medical  or  surgical  treat- 
ment of  women's  diseases,  such  as,  for  example,  fibromas, 
disease  of  the  ovaries,  of  the  large  ligaments,  etc. 

"In  France  the  courses  are  no  more  given  in  a  the- 
oretical way,  but  are  principally  practical  demonstrations 
either  in  lecture  rooms  or  in  the  hospitals  (woman's 
wards).  All  apparatus  or  instruments  for  demonstration 
are  used,  manikin  work,  ward  work,  polyclinic  service, 
touch  courses,  etc. 
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"In  one  word  the  teaching  is  very  complete,  and  great 
stress  is  laid  on  the  assiduity  of  candidates.  One  can  say 
that  after  their  two  terms  of  practically  a  year's  duration 
the  students  are  quite  qualified  to  undertake  any  kind  of 
delivery,  and  have  a  sufficient  knowledge  of  women's  dis- 
eases from  a  practical  view  as  from  a  scientific  one,  this 
study  being  far  from  neglected." 


ITALY. 

In  Italy  there  are  schools  for  obstetrics  and  gynecology 
for  physicians  annexed  to  all  the  universities.  Equally 
in  all  the  universities  are  annexed  schools  for  midwives. 
In  Florence  there  is  the  Superior  Institute  for  obste- 
tricians and  physicians. 

The  course  of  obstetrics  is  of  one  year  for  the  physicians 
(the  full  university  course  for  physicians  is  six  years) 
and  the  course  of  obstetrics  is  by  rule  assigned  at  the 
sixth  year.    For  midwives  the  course  is  of  two  years. 

The  character  of  teaching  is  theoretical  and  experi- 
mental (clinic),  and  comprises  also  the  assistance  of 
women  in  labor  made  by  the  teachers  or  by  their  assistants. 

The  course  includes  also  diseases  of  women  and  their 
operative  treatment  as  well  as  the  physiology  and  pathology 
of  the  childbearing  process. 

The  theoretical  instruction  is  given  three  times  a  week 
for  the  students  in  medicine,  while  it  is  daily  for  the  mid- 
wives.    The  clinic  practice  is  daily  for  everybody. 

The  students  in  medicine  and  the  midwives  cannot  per- 
form any  operation  before  the  end  of  their  course  of 
studies. 

The  examination  is  only  theoretic. 
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COLUMBIA      UNIVERSITY,      COLLEGE      OF      PHYSICIANS      AND 
SURGEONS,    MEDICAL   DEPARTMENT. 

COURSE    IN    OBSTETRICS. 

Second  year:  Recitations  and  demonstrations  (once  a 
week  for  thirty  weeks),  thirty  hours. 

Third  year  (first  half) :  Didactic  lectures  (twice  a  week 
for  six  months),  thirty  hours. 

Clinical  lectures  (once  a  week  for  six  months),  fifteen 
hours. 

Fourth  year:  Practical  instruction  in  hospital  and 
tenements. 

(a)  Three  weeks'  service  in  hospital,  two  weeks  being 
spent  on  day  duty  and  one  week  on  night  duty.  During 
this  term  of  service  each  student  receives  daily  bedside 
instruction  and  makes  antepartum  examinations,  both 
abdominal  and  vaginal,  on  from  fifty  to  sixty  pregnant 
women.  Moreover,  the  students  on  duty  receive  a  daily 
clinical  lecture  and  manikin  instruction  from  an  in- 
structor in  obstetrics,  who  is  the  resident  obstetrician. 

(&)  Two  weeks'  service  in  the  tenements,  one  week 
being  spent  on  day  duty  and  one  week  on  night  duty. 

(c)  Each  student  during  his  five  weeks  of  practical 
service  delivers  personally  on  an  average  seven  or  eight 
cases  and  sees  from  forty  to  fifty  deliveries. 

COLUMBIA    UNIVERSITY. 
COURSE    IN    GYNECOLOGY. 

Third  year,  first  half:  Recitations  once  a  week  for 
fifteen  weeks,  fifteen  hours. 

Second  half :  Didactic  lectures  twice  a  week  for  fifteen 
weeks,  thirty  hours. 
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Clinical  lectures  once  a  week  for  fifteen  weeks,  fifteen 
hours. 

Fourth  year:  Practical  instruction  in  small  sections  in 
dispensary  and  hospital,  twenty-six  hours  for  each  student, 
twenty-six  hours. 

E.  B.  Ckagin. 


COENELL  UNIVEESITY  MEDICAL   COLLEGE,   NEW  TOEK   CITY. 

PLAN  OF  INSTRUCTION  IN  OBSTETRICS,  JANUARY,  1910. 

Second  year:  Recitations,  thirty-two  hours,  thirty-two 
hours. 

Third  year :  Section  and  manikin  work,  sixteen  hours ; 
clinics,  sixteen  hours ;  illustrative  lectures,  thirty-two 
hours;  recitations,  thirty-two  hours;  total,  ninety-six 
hours. 

Fourth  year:  Clinics,  sixteen  hours;  a  grand  total  of 
one  hundred  and  forty-four  hours. 

In  addition,  students  are  required  to  reside  for  at  least 
two  weeks  in  the  Manhattan  Maternity  or  other  hospital 
and  personally  confine  at  least  six  women. 

J.  Clifton  Edgae. 


HAEVAED     MEDICAL     SCHOOL,     MEDICAL     DEPAETMENT     OF 
HAEVAED    UNIVEESITY. 

DEPARTMENT   OF   OBSTETRICS   AND   GYNECOLOGY. 

A.  Course  in  Obstetrics. 

Third  year:  Lectures  on  the  theory  and  practice  of 
obstetrics,  twice  a  week,  sixty-four  hours ;  recitations,  once 
a  week,  thirty-two  hours ;  conferences,  once  a  week,  thirty- 
two  hours. 
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Clinical  instruction:  Each  student  spends  two  weeks  in 
hospital  residence,  devoting  his  whole  time,  day  and  night, 
to  his  obstetric  opportunities.  He  sees  operations  and  nor- 
mal deliveries,  and  under  superivision  and  instruction  he 
personally  attends  from  six  to  ten  out-patient  cases.  After 
his  two  weeks  residence  he  is  required  to  devote  a  part  of 
his  time  for  a  week  or  more  to  completing  the  visits  on  his 
patients  and  writing  reports  of  his  cases. 

Fourth  year :  In  the  Harvard  Medical  School  the  work 
of  the  fourth  year  is  elective;  but  all  students  intending 
to  practice  medicine  elect  obstetrics. 

The  class  work  in  sections  of  from  six  to  ten,  and  each 
student  in  obstetrics  devotes  his  entire  time  for  a  month. 
For  two  weeks  he  is  in  hospital  residence,  and  attends 
from  six  to  ten  out-patients,  under  supervision  and  instruc- 
tion. After  his  period  of  residence,  he  completes  the  visits 
of  convalescence  and  reports  on  his  cases.  There  is  a 
clinical  lecture  and  ward  visit  every  forenoon  (except 
Sunday),  at  which  the  student  has  opportunity  for  ante- 
partum examinations  (inspection,  palpation,  auscultation, 
pelvimerty),  and  estimates  of  size  of  fetus,  for  witnessing 
normal  and  operative  deliveries,  for  studying  puerperal 
convalescence  and  the  care  of  young  infants.  Each  student 
has  also  a  course  of  instruction,  with  manikin  and  fetal 
cadaver,  in  which  the  various  obstetric  operations  are  dem- 
onstrated and  repeated  by  the  student.  Each  student  also 
writes  a  thesis  on  an  approved  subject  of  his  choice. 

Many  of  the  Harvard  students  make  use  of  the  oppor- 
tunities afforded  by  the  summer  courses  of  the  Harvard 
Medical  School,  and  thus  increase  their  clinical  training. 
In  addition  to  the  many  cases  witnessed,  the  graduates  of 
1909  attended  personally  an  average  of  twenty-three  cases. 
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B.  Course  in  G^ynecology. 

Tliird  year,  second  half:  Lectures  or  recitations,  twice 
a  week,  thirty-two  hours;  clinical  exercises  in  small 
sections. 

Each  student  attends  six  clinics,  lasting  from  one  and 
one-half  to  two  hours.  In  these  clinics  the  student  is  in- 
structed in  physical  examination,  diagnosis,  and  the  treat- 
ment of  ambulatory  cases. 

Fourth  year  (elective,  taken  by  a  large  part  of  the  class). 

Instruction  is  given  in  sections  of  from  six  to  ten 
students,  and  each  student  devotes  his  entire  time  during 
the  forenoons  of  two  months.  The  work  is  clinical,  and 
is  given  in  the  wards  and  out-patient  department  of  the 
Boston  City  Hospital.  Opportunity  is  afforded  for  prac- 
tice in  history  taking,  examination,  diagnosis,  and  minor 
treatment  in  the  out-patient  department.  In  the  house 
service  the  student  hears  clinical  lectures  daily,  has  oppor- 
tunity for  physical  examinations,  and  witnesses  operations 
with  demonstration ;  he  follows  the  convalescence  of  cases, 
and  each  in  turn  assists  in  the  work  of  the  resident  staff. 
Each  student  also  has  abundant  opportunity  for  the  study, 
under  superivison,  of  pathological  specimens  removed  in 
his  presence  by  operation,  and  each  student  writes  a  thesis 
on  an  approved  subject  of  his  choice. 

C.  M.  Geeen. 


JEFFEESON    MEDICAL    COLLEGE^    PHILADELPHIA. 
COURSE    IN    OBSTETRICS. 

The  anatomy  and  physiology  of  reproduction  fully 
taught  by  the  departments  of  anatomy  and  physiology  in 
the  first  two  years.  Embryology  and  histology  are  in- 
cluded in  this  teaching. 
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Third  year:  Three  didactic  lectures  and  recitations 
weekly,  ninety  hours. 

Demonstration  with  the  manikin  and  diagnosis,  obstet- 
ric manipulation  and  vaginal  deliveries,  eighteen  hours. 

At  least  one  case  of  spontaneous  parturition  in  hospital, 
fully  demonstrated  by  an  instructor. 

Fourth  year:  Lectures  to  the  entire  class,  one  weekly, 
thirty  hours. 

Hospital  ward  classes  with  the  examination  of  pregnant 
patients,  the  study  of  complications  of  pregnancy,  the 
puerperal  period,  normal  infancy  and  complications,  six- 
teen hours. 

Clinical  conferences  in  hospital  with  study  of  cases, 
twenty-four  hours. 

Demonstration  of  hospital  cases  by  instructors  to  small 
groups  of  students,  sixteen  hours. 

From  two  to  six  cases  delivered  in  tenements  and  under 
supervision  and  instruction. 

Written  reports  of  these  cases  with  quizzes  upon  the 
reports  by  a  demonstrator. 

Record  of  all  work  done  during  the  senior  year,  which 
record  with  final  examination  constitutes  final  grade  for 
securing  a  degree. 

E.  P.  Davis. 


JOHNS    HOPKINS    TINIVERSITT^    BALTIMOBE. 
COURSES    IN    OBSTETRICS. 

Third  year  (obligatory  course) :  Recitations  and  demon- 
strations twice  weekly  for  thirty-three  weeks,  sixty-six 
hours. 

Manikin  work,  once  a  week  for  thirty-three  weeks, 
thirty-three  hours. 
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Ward  rounds  and  clinics  in  groups,  once  a  week  for 
sixteen  weeks,  sixteen  hours. 

Examination  of  pregnant  patients  in  groups  once  a 
week  for  sixteen  weeks,  sixteen  hours,  a  total  of  one  hun- 
dred and  thirty-two  hours. 

Obligatory  attendance  of  at  least  five  cases  of  labor 
under  supervision  in  the  ward. 

Optional  work  and  courses  in  obstetrical  histology  and 
pathology,  two  hours  a  week  for  eleven  weeks,  a  total  of 
twenty-two  hours. 

Fourth  year  (elective  work) :  Repeated  every  eleven 
weeks  to  not  more  than  ten  students  each  time.  Each 
course  occupies  ninety-nine  hours,  not  including  obligatory 
attendance  on  at  least  ten  cases  of  labor  in  the  out-patient 
department  and  attendance  at  as  many  operations  in  the 
ward  as  feasible.     The  course  consists  of: 

Ward  rounds,  eleven  hours. 

Conferences,  eleven  hours. 

Discharge  examination  of  puerperal  women,  eleven 
hours. 

A  practical  course  in  pelvimetry,  eleven  hours. 

A  laboratory  course  in  infant  feeding,  eleven  hours. 

Nursery  rounds,  eleven  hours. 

A  practical  and  laboratory  course  on  the  toxemias  of 
pregnancy,  twenty-two  hours. 

A  course  in  comparative  placentation,  eleven  hours. 

I  might  add  that  many  of  the  students  in  these  groups 
see  from  twenty-five  to  forty  outdoor  deliveries.  In  each 
case  they  are  accompanied  by  an  assistant  and  a  trained 
nurse,  and  I  find  that  such  training  is  even  more  valuable 
than  the  ward  deliveries.  They  also  make  visits  for  the 
first  five,  the  seventh  and  tenth  days  of  the  puerperium  iu 
normal  cases,  and  as  many  visits  as  may  be  necessary  in 
abnormal  cases. 

These  visits  are  checked  in  two  ways:    first,  by  having 
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tbo  student  leave  a  daily  written  report  in  the  leter-box 
of  the  resident  obstetrician,  and,  secondly,  by  having  the 
nurse,  who  makes  daily  visits  for  ten  days,  render  a  similar 
report. 

J.  W.  Williams. 

UNIVEKSITY    OF    CHICAGO. 

The  subjects  of  obstetrics  and  gynecology  are  taught  in 
the  junior  and  senior  years  in  laboratory,  recitation,  and 
conference  courses,  in  dispensary  and  hospital  clinics,  and 
in  the  conduct  of  labor  in  the  homes  of  patients.  Students 
are  obliged  to  commence  their  studies  by  taking  the  labora- 
tory and  recitation  courses.  Final  examinations  in  both 
courses  are  compulsory. 

OBSTETRICS. 

1.  Conference  course  on  normal  pregnancy,  labor,  and 
the  puerperium.  A  lecture  and  recitation  course.  Each 
section  limited  to  forty  students. 

2.  Clinical  conference  on  normal  pregnancy,  labor,  and 
the  puerperium.  Prerequisite:  Course  1.  Limited  to 
forty  students. 

3.  Clinical  conference  on  the  pathology  of  pregnancy, 
labor,  and  the  puerperium.     Prerequisite:    Courses  1  and 

2.  Limited  to  twenty-five  students. 

Senior  Year. 

4.  Practical  obstetrics.    Prerequisite :  Courses  1,  2,  and 

3.  Limited  to  fifteen  students. 

Clinical  obstetrics:  In  the  maternity  department  of 
the  Presbyterian  Hospital,  Charity  Hospital,  Chicago 
Lying-in  Dispensary,  Chicago  Maternity,  and  Central  Free 
Dispensary.  Prerequisite :  Courses  1  and  2.  Throughout 
the  year.    Attendance  upon  cases  of  confinement  in  various 
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hospitals,  and  at  the  homes  of  patients  is  required  of  each 
student  before  graduation.  Each  student  will  be  sum- 
moned to  eases  at  the  time  of  delivery,  and  will  attend  the 
patients  during  and  after  delivery  under  supervision^ 
Clinical  records  must  be  kept  by  students  and  certificates 
obtained  for  attendance  on  five  cases. 


GYNECOLOGY. 

Junior  Year. 

6.  Laboratory  and  recitation  courses.  Limited  to 
twenty-five  students. 

Junior  and  Senior  Year. 

7.  Clinical  conference.  Prerequisite:  Course  6.  Lim- 
ited to  forty  students. 

8.  Dispensary  clinics.  Conferences  in  practical  gyne- 
cology. Limited  to  four  in  each  section.  Prerequisite: 
Course  6.  Twenty-four  hours.  Four  majors.  Each  term 
throughout  the  year. 

Senior  Year. 

9.  College  clinics:  In  gynecology  and  obstetrics.  Pre- 
requisite: Course  6.  Forty-eight  hours.  Four  majors. 
Each  quarter  throughout  the  year. 

10.  Special  laboratory  work.  For  a  limited  number 
of  students  selected  by  the  department  staff. 

Our  teaching  methods  have  been  gradually  changing  in 
the  last  ten  years.  Systematic  lectures  have  been  entirely 
or  almost  entirely  abolished,  and  we  have  endeavored  to 
instruct  our  students  in  small  classes.  Twenty-two  majors 
of  work  are  required  in  the  junior  and  senior  years,  three 
being  necessary  in  obstetrics  and  gynecology  (at  least  two 
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majors  in  obstetrics  are  required).     Most  students  volun- 
tarily take  more  than  the  requisite  three  majors. 

The  faculty  feels  strongly  that  there  should  be  an  extra 
fifth  year  in  which  more  clinical  instruction  could  be  given. 
However,  as  all  our  graduates  are  able  to  obtain  intern- 
ships, we  feel  that  we  are  better  off  than  most  medical 
schools. 

The  above  statement  of  departmental  work  gives  a 
detailed  account  of  our  method  of  instruction. 

We  feel  that  the  number  of  obstetric  cases  which  should 
be  attended  by  students  is  too  small.  It  should  be  at  least 
twelve.  We  intend  to  increase  this  requirement  as  our 
clinical  facilities  improve. 

J.  C.  Webster. 


UNIVERSITY    OF   PENNSYT.VANIA^    MEDICAL    DEPARTMENT. 
COURSE    IN    OBSTETRICS. 

Third  year :   Clinical  letures,  twice  a  week,  sixty  hours. 

Demonstrations  of  abdominal  palpation,  pelvimetry, 
etc.,  to  individual  students,  each  one  hour. 

Attendance  on  a  patient  in  the  hospital  under  super- 
vision and  visits  daily  for  two  weeks  afterward,  average 
twenty-four  hours. 

Recitations:    Voluntary  (quiz). 

Fourth  year:  One  clinical  lecture  a  week  for  half  the 
year,  eighteen  hours. 

Two  weeks  of  ward-class  instruction  for  two  hours  a 
day,  twenty-four  hours. 

Six  demonstrations  on  the  manikin  to  sections,  six 
hours. 

One  week's  residence  in  the  Southeastern  Dispensary 
for  out-patient  work. 
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Number  of  labors  attended  by  each  student:  Average, 
7.     Recitations,  voluntary   (quiz). 

Scope  of  instruction.  The  physiology  and  pathology  of 
the  childbearing  process,  including  all  the  complications 
and  pathological  consequences  at  all  periods  and  their 
treatment,  medical  and  surgical. 

B.    C.    HiKST. 

EE  COMMENDATIONS. 

We  recommend  that  the  teaching  of  obstetrics  should 
occupy  at  least  two  years  of  the  medical  course,  and  that 
those  expecteing  to  practice  obstetrics  should  be  urged  to 
avail  themselves  of  elective  opportunities. 

That  the  number  of  labor  cases  personally  attended  by 
each  undergraduate  student  should  be  at  least  six;  under 
supervision  and  instruction. 

CHARACTEE    OF    INSTEUCTIOX. 

We  recommend  all  the  known  methods  of  teaching  this 
branch  of  medicine,  namely: 

Didactic  lectures,  clinical  lectures,  clinical  conferences, 
ward  classes  and  touch  courses,  hospital  and  out-patient 
instruction,  manikin  practice  in  operative  obstetrics,  and 
recitations. 

Of  the  first  three  methods,  we  recommend  specially 
clinical  lectures  and  conferences. 

We  recommend  that  ample  facilities  should  be  afforded 
students  to  make  antepartum  examinations,  including  in- 
spection, abdominal  palpation,  pelvimetry,  fetometry, 
vaginal  examinations,  etc. 

We  recommend  that  a  two  weeks'  hospital  residence 
should  be  required  before  the  out-patient  practice. 
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SCOPE    OF    INSTRUCTION. 

It  is  recommended  that  as  obstetrics  at  present  includes 
pregnancy  and  parturition,  their  complications  and  con- 
sequences and  the  complete  recovery  of  the  women  after 
labor,  that  obstetric  instruction  should  include  the  medical 
and  surgical  treatment  of  these  conditions. 

The  tendency  of  obstetrics  to  become  more  surgical  in 
practice  and  to  require  a  surgical  training  is  evidenced  by 
the  fact  that  in  the  medical  schools  of  Europe  and  in  more 
than  one-third  of  the  first  fifteen  medical  colleges  of  this 
country,  viz.,  Columbia,  Cornell,  Jefferson,  Medico-Chi- 
rurgical,  Tulane,  Yale,  Long  Island,  Harvard,  Johns  Hop- 
kins, Rush,  Bellevue,  Western  Reserve,  Michigan,  Uni- 
versity of  Pennsylvania,  California,  the  chairs  of  obstetrics 
and  gynecology  are  combined  under  one  head.  Of  these 
fifteen  medical  schools,  six  have  combined  chairs. 

E.  B.  Ceagin^ 
J.  C.  Edgae, 
C.  M.  Geeen, 
E.  P.  Davis, 
J.  W.  Williams^ 
J.  C.  Webstee, 

B.   C.  HiEST, 

Chairman. 
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